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FEDERATED MUTUAL 
INSURANCE COMPANY 

HOME OFFICE: 121 East Park Square, Owatonna, Minnesota  55060 
Phone:  800-533-0472 

 
GROUP HEALTH POLICY 

 
 
Policyholder:  
  

  

 
                                          
Policy Effective Date:  
 at 12:01 a.m. Central Standard Time 
 
 
      
Policy Anniversary:  and annually each year thereafter.   
 
     
                 
Policy Number:  
 
 
This policy is delivered in Arkansas and is governed by its laws.     
 
CONSIDERATION.  The policy is issued to the policyholder in consideration of the application and payment of 
premiums. 
 
MEMBER OF THE COMPANY.  By virtue of this policy, the policyholder is a member of Federated Mutual 
Insurance Company.  Our annual meetings are held at the Home Office on the third Tuesday in April at 10:00 A.M. 
 
 

 
 
     

          
 
                                 Secretary                              President 
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FEDERATED MUTUAL 
 INSURANCE COMPANY  

121 East Park Square. Owatonna, MN 55060 
 

GROUP HEALTH INSURANCE CERTIFICATE OF COVERAGE 
 

 
 
 
 
 
Employee:  
IDN:  
Coverage:  
Effective Date:  
Employer:  
Group No.:  
 
 
 
 
POLICY NUMBER:  
POLICYHOLDER: 
 
 
 
The policy is delivered in Arkansas and is governed by its laws. 
 
The insurance is effective on the date shown above, provided the employee meets the eligibility requirements of 
the policy. Only the dependents who meet the eligibility requirements of the policy are covered by the policy. 
Dependents not meeting eligibility are not covered. 
 
The principal provisions of the policy are set forth in the following pages. This certificate is not the policy. It 
replaces any other certificate previously issued to the employee under the above policy number. The terms and 
conditions of the policy control the coverage provided. 
 
Words and phrases appearing in bold type throughout the certificate have special meaning as set forth in the 
Definitions (form GH 03 08). 
 
Executed by Federated Mutual Insurance Company at Owatonna, Minnesota. 
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 SECRETARY 
 

PRESIDENT 
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SECTION I - GENERAL PROVISIONS 
 
 
Various provisions in this document restrict coverage.  Read the entire document carefully to determine 
rights, duties and what is and is not covered. 
The words "we," "us" and "our" refer to Federated Mutual Insurance Company. 

The word "policyholder" means the organization or employer listed as such on the face page. 

Other words and phrases appearing in bold type have special meaning.  Refer to Section VIII - Definitions. 

 MALE PRONOUN.  The male pronoun as used herein will be deemed to include the female. 

1. BENEFITS  

         We agree to pay benefits as provided in the policy to covered persons.   

2. POLICY CHANGES 

Changes may be made in the policy only by us acting through our President, Secretary, or Assistant 
Secretary.  No agent may change or waive any terms of the policy. 

3. ENTIRE CONTRACT  

The entire contract will be made up of the policy, the application of the policyholder, the applications of the 
employers and the applications of covered persons.  All references to statements, applications, writings, and 
signatures as they apply to the terms of the policy will include their representations in electronic form, as 
agreed to by both us and the covered person, employer, or policyholder who made the statement, 
application, writing or signature. 

4. INSURANCE DATA 

The employer will give us all of the data that we need to calculate the premium and all other information that 
we may reasonably require.  We have the right to examine the employer's records relative to the policy at 
any reasonable time while the policy is in effect.  We also have this right until all rights and obligations under 
the policy are finally determined.  

5. STATEMENTS NOT WARRANTIES 

All statements made by the policyholder or employer or covered person will, in the absence of fraud, be 
deemed representations and not warranties.  No statement made by the policyholder or employer or 
covered person to obtain coverage will be used to avoid or reduce the coverage unless it is made in writing 
and is signed by the policyholder or employer or covered person and a copy is sent to the policyholder or 
employer or covered person or his beneficiary. 

6. MISSTATEMENT  

 If information in the application of a covered person has been misstated, the corrected age and  facts will 
be used to determine whether insurance is in force under the policy and in what amount.  If insurance remains 
in force an equitable adjustment of premium may be made.  

7. RIGHT TO CONTEST  

We have no right to contest the coverage of an employer on the basis of any statement made in the 
employer's application after the employer's coverage has been in force for two years. Before then we have 
the right to contest only if the statement was in writing on a form signed by the employer and a copy of it is 
given to the employer. Coverage will only be rescinded for fraud or intentional misrepresentation of a material 
fact made by the employer in his application. Nothing in this provision shall keep us from using at any time a 
defense based on policy provisions that relate to eligibility for coverage. 
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We have no right to contest the coverage of a covered person on the basis of any statement made in a 
covered person's application after the covered person's coverage has been in force for two years.  Before 
then we have the right to contest only if the statement was in writing on a form signed by the covered person 
and a copy of it is given to the covered person or his beneficiary.  Coverage will only be rescinded for fraud 
or intentional misrepresentation of a material fact made by the covered person in his application. Nothing in 
this provision shall keep us from using at any time a defense based on policy provisions that relate to 
eligibility for coverage.  

8. TO WHOM PAYABLE  

All benefits are payable to the covered person.  Except as otherwise required by applicable law, no amount 
payable at any time shall be subject in any manner to assignment by the covered person.  However, at our 
option all or any part of the benefits may be paid directly to the provider on whose charge the claim is based. 

If any person to whom benefits are payable is a minor or, in our opinion, is not able to give valid receipt for 
any payment due him, such payment will be made to his legal guardian.  However, if his legal guardian has 
made no request for payment, we may, at our option, make payment to the provider. 

If a covered person dies while benefits remain unpaid, we may choose to make direct payment to the 
covered person's beneficiary. 

Payment in the manner described above will release us from all liability to the extent of any payment made. 

9. TIMING OF BENEFIT PAYMENTS 

Benefits are payable within 30 calendar days of the date we receive a clean claim.  If additional information is 
needed to process a claim, a request will be sent to the provider or covered person within 30 calendar days. 

A "clean claim" is one where no additional documentation or information is needed to determine eligibility or 
process the claim.  "Clean claim" does not include claims for services during times when premium is not paid 
or where fraud is suspected. 

We reserve the right to review and audit provider billings and records by providing notice of our intent to 
review or audit to the provider within 180 days of the benefit payment.  

10. LEGAL ACTIONS   

No action at law or in equity will be brought to recover on the policy until at least 60 days after completion of 
all appeals as outlined in Section IX - Grievance and Appeal Procedure.  No action will be brought at all 
unless brought within 3 years after the time within which the appeals are complete.  

11. PHYSICIAN / PATIENT RELATIONSHIP 

The covered person will have the right to choose any physician who is practicing legally.  We will in no way 
disturb the physician / patient relationship. 

Covered expenses for covered services (except preventive care) are payable whether provided by a 
network provider or non-network provider.  The only difference is the copayment, coinsurance, 
deductible and out-of-pocket maximum listed in the schedule.  

12. CERTIFICATES  

At our option, we will issue to the employer for delivery to each covered employee an individual certificate or 
we will deliver to each covered employee an individual certificate.  The certificate will show the benefits 
provided under the policy and to whom benefits will be paid.  Nothing in the certificate will change or void the 
terms of the policy.  

13. SEVERABILITY 

Any provision of the policy that is prohibited by law shall be void and be without force or effect.  But this will 
not invalidate the enforceability of any other term, condition or provision of the policy. 
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14. SUBROGATION 

To the extent allowed by law, when we have provided benefits to or on behalf of a covered person due to an 
illness or injury, we will have subrogation and/or reimbursement rights.  If a covered person recovers 
damages from a third party that is liable for the illness or injury, the covered person will reimburse us for 
amounts we have paid as benefits for that illness or injury.  If a covered person recovers damages for the 
illness or injury from any other insurance, the covered person will reimburse us for amounts we have paid 
as benefits for that illness or injury.   

The covered person will not prejudice our right to recover from a liable third party.  Entering into a settlement 
or compromise arrangement without our prior consent will be deemed to prejudice our rights.  A covered 
person must notify us anytime he has a claim against a third party for medical treatment, services or supplies 
for which we have paid benefits. 

This subrogation provision will apply to any settlement or judgment received by the covered person.  We are 
entitled to full recovery of benefits we paid even if: 

a. The third party does not admit liability; or 
b. The settlement or judgment does not identify any amounts paid as medical expenses. 

We are not required to participate in any legal action by the covered person to recover damages.  We are not 
required to pay any fees or costs incurred by the covered person or his attorney to recover damages.   

15. PREMIUMS 

a. PREMIUM PAYMENT.  The premium for each covered person will be due prior to the first day of each 
month.  All premiums are payable in advance by the employer at our Home Office or to our designated 
premium collection agent.  All premiums must be made payable to "Federated Mutual Insurance 
Company."  Our insurance agents are not authorized to collect premiums other than the first premium.  

b. MONTHLY PREMIUM STATEMENT.  A monthly premium statement will be prepared prior to the premium 
due date.  This monthly premium statement will show the premium due and will reflect any pro rata 
premium charges and credits due to changes in the number of covered persons and changes in 
coverage that took place in the preceding month. 

c. CHANGES IN PREMIUM RATES.  We may change any premium rate from time to time with at least 31 
days advance written notice.  No change in rates will be made until 12 months after the date an employer 
purchases the policy. 

However, we may change rates immediately only if, in our opinion, our liability is altered:  

i. by any change in state or federal law; or  
ii. by a revision in the insurance under the policy including but not limited to changes of over 20% in the 

number of covered persons with any one employer.   

Any such change in rates will take effect on the effective date of the change in law or change in the 
insurance. 

If an increase in rates takes place on a date that is not a premium due date, a pro rata premium will be due 
on the date of the increase.  The pro rata premium will apply for the increase from the date of the increase 
to the next premium due date.  If a decrease in rates takes place on a date that is not a premium due date, 
a pro rata credit will be granted.  The pro rata credit will apply for the decrease from the date of the 
decrease to the next premium due date. 

d. GRACE PERIOD.  If, before a premium due date, the employer has not given written notice to us that the 
coverage for the employer is to terminate, a grace period of 31 days will be granted for the payment of 
each premium after the first premium.  The coverage will stay in force during that time.  If we do not 
receive the premium payment by the end of the grace period, the coverage will automatically terminate at 
the end of the grace period.  However, if the employer has given written notice in advance of an earlier 
date of termination, the insurance will terminate as of the earlier date.  The employer will be liable to us 
for any unpaid premium for the time the coverage was in force including the grace period. 
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e. INCORRECT PREMIUM PAYMENT.  Premiums paid in error for a person who is not eligible to be insured, 
or for a person after his insurance has terminated, will be refunded without interest when requested by the 
employer.  These premiums will not be refunded for more than the month in which we are notified of the 
termination of coverage.  

f. NON-PARTICIPATING PREMIUM REFUNDS.  The policy does not share in our surplus earnings. 

16. PRE-CERTIFICATION  REQUIREMENTS 

a. PRE-CERTIFICATION PROCESS 

Pre-certification refers to the process used to certify the medical necessity and length or type of any 
admission, treatment, service or supply required to be pre-certified in Section VI - Covered Services.  Pre-
certification is done through a review organization.  The review organization is an organization with a staff 
of medical professionals that performs the review and is accredited by URAC/American Accreditation 
HealthCare Commission.  The name and phone number of the review organization is on the identification 
card provided to covered persons.  The review organization will determine if the admission, treatment, 
service or supply is pre-certified.  We determine the benefits that will be payable under the policy.  Pre-
certification does not guarantee that benefits are payable under the policy.  Benefits will be determined 
when a claim for covered expenses is received by us. 

i. Inpatient treatment pre-certification 

If a physician recommends that a covered person be admitted for inpatient treatment in a non-
emergency situation, it is the covered person's responsibility to make sure that our review 
organization is notified of the proposed admission.  This notice must be given no more than thirty 
business days before the proposed admission date, but at least five business days before the 
proposed admission date.   

For an emergency admission, it is the covered person’s responsibility to make sure a request to 
certify is made as soon as possible but not more than 48 hours after admission.  

It is the covered person’s responsibility to make sure a request to pre-certify is made prior to the end 
of the certified length of stay for continued inpatient confinement.  

ii. Outpatient treatment pre-certification 

If a physician recommends a treatment, service or supply that Section VI - Covered Services requires 
to be pre-certified, it is the covered person's responsibility to make sure that our review organization 
is notified at least five business days before the proposed treatment, service or supply is received.  
The five business day requirement will be waived if the treatment, services or supply is required for an 
emergency condition. 

It is the covered person’s responsibility to make sure a request to pre-certify is made prior to 
receiving additional treatment, services or supplies required to be pre-certified. 

iii. Notification requirements and review process 

The notification must be made in writing or by telephone to the review organization and must include: 

(1) Covered person and employee information: name, birth date, social security number, file/group 
number, telephone number and address; and 

(2) Physician information: name, telephone number, address and medical specialty; and 

(3) Facility information: name, address and telephone number of the facility to which the covered 
person will be admitted or where he will receive the treatment, service or supply; and 

(4) Medical information: the proposed admission or treatment date; the reason for admission, 
treatment, service or supply; the proposed length or type of admission, treatment, service or 
supply. 
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Our review organization may contact the physician's office to obtain additional information about the 
proposed admission, treatment, service or supply. The proposed admission, treatment, service or 
supply may be reviewed in consultation with the physician (provided the physician is available for 
such consultation).  If the request to pre-certify is received at least five business days before the date 
of the proposed admission, treatment, service, or supply is to be done, our review organization will 
notify the covered person and providers of the decision at least 24 hours in advance of the date of 
the proposed admission, treatment, service or supply.  Pre-certification is not a guarantee of 
coverage under the policy. 

If the physician's office fails to provide the information needed or the request to pre-certify is not 
received five business days in advance, the review organization may not be able to complete the 
review.  In such case, the admission, treatment, service or supply cannot be pre-certified.  The review 
organization may also determine that the proposed admission, treatment, service or supply is not 
medically necessary for the covered person.  

b. PRE-CERTIFICATION PENALTIES 

If a covered person does not have his inpatient confinement or outpatient treatment, service or supply 
pre-certified when required, it will result in a reduction of benefits.   

i. For an inpatient confinement, covered expenses will not include any days that were not pre-certified.  

ii. For covered services other than inpatient confinement covered expenses will not include any 
treatment, service or supply that was not pre-certified. 

If it is later determined that the inpatient confinement or outpatient treatment, service or supply that was 
not pre-certified as required was medically necessary a penalty will be applied to the amount determined 
to be covered expense for each inpatient confinement or outpatient treatment, service or supply.  The 
penalty will be 50% of the amount of covered expenses not to exceed $500 for each charged covered 
service not pre-certified as required. 

Expenses incurred by a covered person that are not payable because they were not pre-certified and 
penalties for failure to pre-certify are not applied to the deductible or any out-of-pocket maximum.    
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SECTION II - ENROLLMENT & EFFECTIVE DATE 
 
 
Words and phrases appearing in bold type have special meaning as set forth in Section VIII - Definitions. 

1. EMPLOYER ENROLLMENT 

An employer shall apply to become a covered employer or policyholder.  The employer will become a 
covered employer or policyholder on the first day of the month coinciding with or following the date such 
employer applies subject to:  

a. approval by us; and 

b. meeting the participation requirements shown below; and 

c. meeting the contribution requirements shown below.  

2. PARTICIPATION REQUIREMENTS 

a. When the employer pays the entire premium: 

If the employer is paying the entire premium for each covered employee, 100% of the eligible 
employees not covered under a separate unrelated employer's plan must be enrolled for coverage at all 
times. 

If the employer is paying the entire premium for each covered dependent, 100% of the eligible 
dependents not covered under a separate unrelated employer's plan must be enrolled for coverage at all 
times. 

b. When covered employees contribute to the premium payment: 

If covered employees contribute to the premium payment for their own coverage, a minimum of 85% of 
all eligible employees not covered under a separate unrelated employer's plan must be enrolled at all 
times. 

If covered employees contribute to the premium payment for their dependents' coverage, a minimum of 
85% of all eligible dependents not covered under a separate unrelated employer's plan must be enrolled 
at all times. 

In addition, a minimum of two (2) eligible employees must always be insured under each employer's plan 
in order for coverage to be issued or continued.   

3. CONTRIBUTION REQUIREMENTS 

When an employer does not pay the full premium for covered employees and dependents, the employer 
must:   

a. pay a minimum of 70% of the premium for covered employees; or 

b. pay a minimum of 35% of the total premium for covered employees and dependents. 

4. EMPLOYEE ELIGIBILITY 

a. An employee is eligible to enroll for coverage under the policy if he is actively at work or absent from 
work due to a health status related factor and: 

i. has completed the waiting period shown in the employer’s application for coverage; or 

ii. was covered under the employer’s prior plan on the day before the effective date of the employer’s 
coverage with us.   

b. An employee is only eligible for dependent coverage if he elects employee coverage.   

c. Once enrolled, an employee is eligible for coverage under the policy only if he is actively at work.   
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5. DEPENDENT ELIGIBILITY 

a. Dependents are eligible to enroll for coverage under the policy if: 

i. they meet the definition of a dependent in Section VIII - Definitions; and 

ii. the employee is covered under the policy; and 

iii. the additional premium for dependent coverage is paid. 

b. Once enrolled, a dependent is eligible for coverage under the policy only if he meets the definition of a 
dependent in Section VIII - Definitions.   

6. EMPLOYEE EFFECTIVE DATE 

Each eligible employee may elect coverage by completing and signing an application.  The effective date of 
his coverage depends upon the date on which the employee elects the coverage.   

a. If elected on or before the date he becomes eligible, his coverage will be effective on the first day of the 
month after he becomes eligible.  

b. If elected within 31 days after he becomes eligible, his coverage will be effective on the first day of the 
month after election.   

c. If elected more than 31 days after he becomes eligible, his coverage will be effective on the first day of the 
month after we receive his application for coverage. 

d. If his coverage ceased because he cancelled his payroll deduction, and he again elects to be insured, his 
coverage will be effective on the first day of the month after we receive his application for coverage. 

7. DEPENDENT EFFECTIVE DATE (other than newborn or adopted children) 

Each covered employee may elect dependent coverage by completing and signing an application.  The 
effective date of coverage for each dependent, except newborn or adopted children, depends upon the date 
on which the employee elects coverage for that dependent.  If a dependent is no longer covered because his 
eligibility ended, he must re-enroll for coverage if he becomes eligible again.  Coverage is not automatically 
reinstated for dependents that were previously covered.   

Coverage for a newborn or adopted child is effective as outlined in subparts 8 & 9 below. 

a. If elected on or before the date the employee becomes eligible, the coverage for each dependent will be 
effective on the first day of the month after the employee becomes eligible.  

b. If elected within 31 days after the employee becomes eligible, the coverage for each dependent will be 
effective on the first day of the month after election.  

c. If elected more than 31 days after the employee becomes eligible, the coverage for each dependent will 
be effective on the first day of the month after we receive his application for coverage. 

d. If the employee's dependent coverage terminated because he cancelled his payroll deduction and he 
again elects to be insured, the coverage for each dependent will be effective on the first day of the month 
after we receive his application for coverage. 

e. If the employee acquires an additional dependent: 

i. If elected on or before he becomes a dependent, coverage will be effective on the date he qualifies as 
a dependent. 

ii. If elected after the date he becomes a dependent, coverage will be effective on the first day of the 
month after we receive his application for coverage. 

8. NEWBORN'S EFFECTIVE DATE 

The effective date of coverage for a newborn dependent child who is born while an employee is a covered 
employee will be as follows: 

a. Coverage will be in effect from the moment of birth if within 90 days of the birth of a child who would qualify 
as a dependent of the covered employee: 

i. notifies us of the birth of a child; and  

ii. we receive payment of any required premium for coverage of the child as a dependent  
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b. If the covered employee does not provide notice and pay any required premium within 31 days of the 
birth of a child who would qualify as a dependent, coverage for that child will be effective on the first day 
of the month after we receive an application for coverage for that child. 

9. ADOPTED CHILD EFFECTIVE DATE 

The effective date for a dependent child who is adopted by an employee while he is a covered employee will 
be as follows: 

a. Coverage will be in effect from the date of the “placement for adoption” if within 60 days of the “placement 
for adoption” of a child who would qualify as a dependent the covered employee: 

i. notifies us of the “placement for adoption” of the child; and  

ii. we receive payment of any required premium for coverage of the child as a dependent.  

b. If the covered employee does not provide notice and pay any required premium within 60 days of the 
“placement for adoption” of a child who would qualify as a dependent, coverage for that child will be 
effective on the first day of the month after we receive an application for coverage for that child. 

The term “Placement for Adoption” means the earlier of: 

i. the date of placement of the child with the covered employee for purposes of adoption;  

ii. the date of entry of an order granting the covered employee custody of the child for purposes of 
adoption; or 

iii. the effective date of the adoption by the covered employee.   

The child's placement with the covered employee terminates if prior to legal adoption the child is removed 
from the placement.   

10. SPECIAL ENROLLMENT PROVISIONS 

a. For Individuals Losing Other Coverage 

An employee and any eligible dependents who are otherwise eligible under the policy; and failed to 
enroll when first eligible may enroll for coverage, but only if each of the following conditions are met: 

i. the employee and/or any eligible dependents were covered under a group health plan or had other 
health coverage (includes benefits consisting of medical care under any hospital or medical services 
policy or certificate, or HMO policy) at the time coverage under the policy was first offered; and 

ii. the employee stated in writing that coverage under such group health plan or health insurance 
coverage was the reason for declining enrollment; but only if we required such a statement and 
provided the employee with notice of such requirement (and the consequences of such requirement) 
at such time; and 

iii. if such coverage: 

(1) was under a COBRA continuation provision and the coverage under such provision was 
exhausted; or 

(2) was not under a COBRA continuation provision and the coverage was terminated as a result of 
either: 

(a) legal separation; divorce; death; termination of employment; or reduction in the number of 
hours of employment; or  

(b) the current or former employer contributions toward such coverage terminating; and 

iv. the employee requests enrollment under the policy for the employee and/or any eligible dependents 
not later than 30 days after the date such other coverage ended.  The coverage will become effective 
on the first day of the month following our receipt of the enrollment request; or on an earlier date, as 
agreed to by us. 
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b. For Individuals Otherwise Eligible 

In addition to the eligibility provisions contained in the policy, the following also applies: 

i. If the employee is covered under the policy (or has met any waiting period and is eligible to enroll 
under the policy, but did not enroll during a previous enrollment period); and a person becomes an 
eligible dependent through marriage, birth, adoption or placement for adoption; we will provide: 

(1) a special enrollment period described below during which such dependent may be enrolled under 
the policy; 

(2) in the case of the birth or adoption of a child, a special enrollment period for the employee's 
spouse to enroll as a dependent if otherwise eligible for coverage. 

The employee must be eligible for coverage and enrolled under the policy for coverage to be 
effective for the employee's dependent.  If the employee is not enrolled, the employee may enroll at 
the same time as the dependent during this special enrollment period. 

ii. The special enrollment period will be a period of 30 days, and begins on the later of: 

(1) the date dependent coverage is made available under the policy; or  

(2) the date of the marriage, birth, adoption or placement for adoption. 

iii. If the employee requests enrollment under the policy for the employee and/or any eligible 
dependents during the 30 days of such special enrollment period, the coverage will be effective: 

(1) in the case of marriage, on the first day of the month following our receipt of the enrollment 
request; or on an earlier date as agreed to by us;  

(2) in the case of a dependent's birth, on the date of such birth; or  

(3) in the case of a dependent's adoption or placement for adoption, the date of such adoption or 
placement for adoption. 

11. PRE-EXISITING CONDITION PROVISION 

a. The pre-existing condition provision will apply if a covered person: 

i. becomes insured under the policy and was not covered under creditable coverage; or 

ii. becomes insured under the policy and was covered under creditable coverage for an aggregate 
period of fewer than 12 months (18 months for a late enrollee). 

If a covered person has creditable coverage for an aggregate period of fewer than 12 months, (18 
months for a late enrollee), we will reduce the time the pre-existing condition provision applies by the 
amount of time he had creditable coverage. 

Creditable coverage will not be credited if there was a period of 63 days or more during which the 
covered person was not covered under creditable coverage between the end of the prior coverage and 
his enrollment date. However, any waiting period will not count as a break in the period of creditable 
coverage. 

b. If the pre-existing condition provision applies, we will not pay benefits for a pre-existing condition prior 
to the day after a 12 consecutive month period has passed from the covered person's enrollment date 
(18 consecutive months for a late enrollee).  We will then pay only for covered services for a pre-
existing condition incurred after the 12 consecutive month period (18 months for a late enrollee). 

c. Exceptions 

The pre-existing condition provision does not apply to: 

i. pregnancy, including complications;  

ii. genetic information in the absence of a diagnosis of a condition related to such information; or 

iii. a covered person under age 19.  
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SECTION III - TERMINATION OF COVERAGE 
 
 
Words and phrases appearing in bold type have special meaning as set forth in Section VIII - Definitions.  See 
Section IV - Extension of Coverage, Continuation of Coverage & Conversion for information on eligibility and options 
for coverage after termination.    

1. The employer's coverage under the policy will terminate at the earliest of the following dates: 

a. the date the employer fails to make any premium payment when due; 

b. the date the employer fails to comply with the employer contribution rules; 

c. the date participation requirements are no longer met; 

d. the date the employer commits fraud or intentionally misrepresents a material fact; 

e. for policies that utilize a health provider network, the date there is no longer any covered person who 
lives, resides or works in the network service area; 

f. for association groups, the date the membership of an employer in the association ceases; or  

g. the date we elect to discontinue the policy as permitted by state and federal law. 

2. An employee's coverage will terminate on the earliest of the following dates: 

a. the date the employer's coverage terminates; 

b. the date the employee is not eligible for coverage; 

c. the date the employee does not make required premium contributions; or 

d. the date the policy terminates. 

3. A dependent's coverage will terminate on the earliest of the following dates: 

a. the date the employer's coverage terminates; 

b. the date the employee is not eligible for coverage; 

c. the date the employee does not make required premium contributions; 

d. the date the premium is not paid for dependent coverage; 

e. the date the policy terminates; or 

f. the date the dependent no longer meets the definition of dependent in Section VIII – Definitions.  
However, the covered employee may elect to continue coverage for a dependent child until the end of 
the calendar year in which the dependent child attains the age of 26.   

4. If a dependent's coverage would terminate because the covered employee dies, the dependent can 
continue coverage, if premiums are paid, until the earliest of the following dates: 

a. the last day of the third (3) month after the employee's death; 

b. the date of the remarriage of a surviving spouse; 

c. the date he no longer qualifies as a dependent under the policy; 

d. the date the dependent becomes covered under other group health care coverage; 

e. the date the employer's coverage terminates; 

f. the date the premium is not paid for dependent coverage; or 

g. the date the policy terminates. 
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5. The employer has the right to terminate coverage by providing us with advance written notice of his intent.  
The notice must be sent to us at the following address.  

Group Administration 
Federated Mutual Insurance Company 
PO Box 328 
Owatonna, MN  55060 

Coverage will terminate on the last day of the month in which we receive the employer's written notice of 
intent to terminate. 

6. An employee or covered dependent has the right to terminate coverage by providing his employer with 
advance written notice of his intent.  The employer must then notify us at the following address.  

Group Administration 
Federated Mutual Insurance Company 
PO Box 328 
Owatonna, MN  55060 
or by calling 800-377-9154. 

An employee's or covered dependent's coverage will terminate on the last day of the month in which we 
receive the employer's notice of intent to terminate coverage for that employee or covered dependent. 

7. GRACE PERIOD 

If, before a premium due date, the employer has not given written notice to us that the coverage for the 
employer is to terminate, a grace period of 31 days will be granted for the payment of each premium after the 
first premium.  The coverage will stay in force during that time.  If we do not receive the premium payment by 
the end of the grace period, the coverage will automatically terminate at the end of the grace period.  However, 
if the employer has given written notice in advance of an earlier date of termination, the insurance will 
terminate as of the earlier date.  The employer will be liable to us for any unpaid premium for the time the 
coverage was in force including the grace period.  
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SECTION IV - EXTENSION OF COVERAGE, CONTINUATION OF COVERAGE & 
CONVERSION 

 
 
Words and phrases appearing in bold type have special meaning as set forth in Section VIII - Definitions.  

1. EXTENSION OF COVERAGE - TEMPORARY LAYOFF OR LEAVE OF ABSENCE 

If an employee is no longer actively at work due to a layoff or leave of absence, then coverage will be 
extended for covered persons for four (4) months if the employer continues to pay the premium. 

Leave of absence includes employees who are not actively at work due to an illness or injury. 

2. EXTENSION OF COVERAGE - DISABILITY 

a. If an employee or dependent is: 

i. disabled on the date his coverage terminates; and 

ii. not covered by any other group type plan for medical expense or eligible for Medicare; 

then the policy will extend coverage for three (3) months for covered services related to the disabling 
condition if the employee or dependent remains continuously disabled.  No premium is due for this 
extension of coverage. 

b. This extension does not apply to: 

i. expenses not related to the disabling condition; 

ii. an employee and/or dependent when he is covered under another group type plan for medical 
expense or eligible for Medicare; or 

iii. children born after the employee's or dependent's coverage terminates.  

3. CONTINUATION 

Coverage may be continued for an employee and his covered dependents after the date it would end due to 
termination of the employee's employment or the reduction of the employee's working hours so that he no 
longer qualifies as actively at work.  Coverage may also be continued for covered dependents whose 
coverage terminates as a result of divorce or death of the employee or the employee’s termination of 
coverage due to the employee’s enrollment in Medicare.  This continuation is subject to the following 
provisions: 

a. The covered person must have been insured under the policy during the entire 3-month period before 
insurance terminates. 

b. Continuation of coverage is not available: 

i. if the covered person is eligible for Medicare; or 

ii. if the covered person is eligible for coverage under other group health care coverage and was not 
covered under such coverage immediately prior to the date his coverage terminated. 

c. The employer must give a terminated employee written notice of his right to continue coverage within ten 
days after the date his coverage would otherwise terminate.  The employee must pay premiums at the 
current monthly rates for coverage.  These premiums must be paid to the employer on or before the 31st 
day after the day his insurance would otherwise have terminated and on the same date of each month 
thereafter. 

To continue coverage, a dependent whose coverage terminates as a result of divorce or death of the 
employee must notify the employer in writing of his intention to continue coverage within 31 days of the 
date of divorce or death.  Within ten days of receipt of such notice from a dependent, the employer must 
give the dependent written notice of his rights to continue coverage.  The dependent must pay premiums 
at the current monthly rates for coverage.  These premiums must be paid to the employer not later than 
ten days after receiving notice of his continuation right from the employer. 
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d. This continuation of coverage will automatically stop at the earliest of the following dates: 

i. the date the policy is terminated;  

ii. the date coverage is terminated for the employee's employer;  

iii. the date coverage would have terminated in the absence of these continuation provisions, if any 
required premium payment is not made by the covered person;   

iv. the date the covered person becomes eligible for coverage under other group health care coverage 
or becomes eligible for Medicare;  

v. the end of a 4-month period commencing on the date on which such insurance would have terminated 
in the absence of these continuation provisions;  

vi. for dependents, the date on which the dependent ceases to be eligible for coverage under the 
policy;  

vii. for a dependent whose coverage is being continued because of divorce, the date on which the 
employee ceases to be eligible for coverage under the policy; or 

viii. the date of remarriage of the employee's former spouse. 

e. This continuation runs concurrently with any other continuation available to the employee or dependent 
under the policy.   

4. COBRA CONTINUATION (applies only if the employer has 20 or more employees, including part-time 
employees, normally employed on a typical business day during the prior calendar year). 

Coverage may be continued beyond the date it would terminate, subject to the following provisions: 

a. Continuation is available to any covered person whose coverage would otherwise terminate due to any of 
the following qualifying events: 

i. the death of the employee;  

ii. the termination (other than by reasons of gross misconduct) of the employee's employment, or the 
reduction of the employee's working hours so that he no longer qualifies as actively at work; 

iii. the divorce or legal separation of the employee from his or her spouse; 

iv. the employee becoming entitled to Medicare; or 

v. a dependent child ceasing to be a dependent as defined in the policy. 

b. The employee or dependent must notify the employer of any change in family status (divorce, separation 
or ineligibility of a child). 

c. In order to continue coverage, election must be made within 60 days after the later of:  

i. the date the employer notifies the covered person of his or her continuation right; or  

ii. the date coverage would terminate. 

In addition, the first premium payment must be made within 45 days of the election to continue coverage.  
Thereafter, premiums are due in advance and must be received within 30 days of the due date.  

d. Coverage may be continued for:  

i. 18 months in the case of termination of employment or reduction in hours (29 months if the Social 
Security Administration determines that a covered person was disabled at any time prior to the 60th 
day of the continuation coverage and the covered person notifies the employer within 60 days of the 
Social Security Administration's disability determination and before the end of the 18-month 
continuation coverage);   
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ii. 36 months from the date of any other qualifying event noted in 4.a. above, and if more than 1 
qualifying event occurs to a dependent, the maximum length of continuation available is 36 months 
from the date of the first qualifying event.  Except, if an employee terminates employment after 
becoming entitled to Medicare, then coverage for a dependent may be continued for 18 months from 
the date of termination of employment or 36 months from the date of Medicare entitlement, whichever 
is the longer time period. 

e. The continuation for a covered person will automatically terminate at the earliest of the following dates: 

i. the date the policy is terminated;  

ii. the date coverage is terminated for the employee's employer;  

iii. the date coverage would have terminated in the absence of these continuation provisions, if any 
required premium payment is not made by such covered person as provided in 4.c. above;  

iv. the date a covered person becomes covered under another group health plan that does not contain a 
pre-existing condition limitation for that person;   

v. the date a covered person becomes entitled to Medicare; or 

vi. the date it is determined a covered person whose continuation coverage has been extended due to a 
Social Security Administration disability determination is no longer disabled.  

f. This continuation runs concurrently with any other continuation available to the employee or dependent 
under the policy.   

5. CONVERSION PRIVILEGE 

a. When a covered person's coverage terminates, he may be eligible to be insured under an individual 
policy of medical care benefits (called the "Converted Policy").  A "Converted Policy" will be issued by us 
only to a person who is entitled to convert, and only if he applies in writing and pays the first premium for 
the "Converted Policy" to us within 31 days after the date his insurance terminates.  The "Converted 
Policy" will take effect on the date his coverage terminates.  Proof of good health is not needed.  

b. EMPLOYEES ENTITLED TO CONVERT.  An employee is entitled to convert coverage for himself and all 
of his dependents who were insured when his insurance terminated, but only if: 

i. the employee's insurance terminated because of any reason other than the employee’s non-payment 
of premium; and 

ii. the employee is not eligible for Medicare; and 

iii. the employee would not be overinsured. 

c. DEPENDENTS ENTITLED TO CONVERT.  The following dependents are also entitled to convert: 

i. A child whose coverage under this plan terminates because he no longer qualifies as a dependent or 
because of the employee's death; 

ii. a spouse whose coverage under the plan terminates due to divorce, legal separation, or because of 
the employee's death; or 

iii. the dependents of an employee, if the employee is not entitled to convert solely because he is 
eligible for Medicare; 

But only if that dependent: 

i. was covered when the employee's insurance terminated; 

ii. is not eligible for Medicare; and 

iii. would not be overinsured.   
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d. OVERINSURED.  A person will be considered overinsured if: 

i. his insurance under the policy is replaced by similar group coverage within 31 days; or  

ii. the coverage under the "Converted Policy," combined with similar coverage, result in an excess of 
insurance based on our underwriting standards for individual policies.  Similar coverage is: 

(1) that for which the person is covered by another hospital, surgical or medical expense insurance 
policy; or a hospital or medical service subscriber contract; or a medical practice or other 
prepayment plan or by any other plan or program;  

(2) that for which the person is eligible, whether or not covered, under any plan of group coverage on 
an insured or uninsured basis; or  

(3) that available for the person by or through any state, provincial or federal law. 

e. CONVERTED POLICY.  We will give the employee or dependent, on request, further details of the 
"Converted Policy." 
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SECTION V - COORDINATION OF BENEFITS & MEDICARE INTEGRATION 
 
 
Words and phrases appearing in bold type have special meaning as set forth in Section VIII - Definitions. 

1. This coordination of benefits (COB) provision applies when a covered person has health care coverage under 
more than one plan.  This COB provision does not apply when the covered person has health care coverage 
under only this plan and Medicare.  In that situation benefits are integrated with Medicare coverage under 
section 7 below.   

When a covered person is covered by two or more plans, the rules for determining the order of payment are 
as follows: 

a. The primary plan pays or provides its benefits according to its terms of coverage and without regard to 
the benefits of any other plan. 

b. Except as provided in section 1.c. below, a plan that does not contain a coordination of benefits provision 
that is consistent with this provision is always primary unless the provisions of both plans state that the 
complying plan is primary. 

c. Coverage that is obtained by virtue of membership in a group that is designed to supplement a part of a 
basic package of benefits and provides that this supplementary coverage shall be excess to any other 
parts of the plan provided by the contract holder.  Examples of these types of situations are major medical 
coverages that are superimposed over base plan hospital and surgical benefits, and insurance type 
coverages that are written in connection with a closed panel plan to provide out-of-network benefits. 

d. A plan may consider the benefits paid or provided by another plan in calculating payment of its benefits 
only when it is secondary to that other plan. 

2. ORDER OF BENEFIT DETERMINATION RULES 

Each plan determines its order of benefits using the first of the following rules that apply: 

a. Non-Dependent or Dependent.  The plan that covers the person other than as a dependent (for example 
as an employee, member, policyholder, subscriber or retiree) is primary and the plan that covers the 
person as a dependent is secondary.    However, if the person is a Medicare beneficiary and, as a result 
of federal law, Medicare is secondary to the plan covering the person as a dependent; and primary to the 
plan covering the person as other than a dependent (e.g. a retired employee); then the order of benefits 
between the two plans is reversed so that the plan covering the person as an employee, member, 
subscriber or retiree is the secondary plan and the other plan is the primary plan. 

b. Dependent Child Covered Under More Than One Plan.  Unless there is a court decree stating otherwise, 
when a dependent child is covered by more than one plan the order of benefits is determined as follows: 

i. For a dependent child whose parents are married or are living together, whether or not they have ever 
been married: 

(1) the plan of the parent whose birthday falls earlier in the calendar year is the primary plan; or 

(2) if both parents have the same birthday, the plan that has covered the parent the longest is the 
primary plan. 

ii. For a dependent child whose parents are divorced or separated or not living together, whether or not 
they have ever been married:  

(1) if a court decree states that one of the parents is responsible for the dependent child's health care 
expenses or health care coverage and the plan of that parent has actual knowledge of those 
terms, that plan is primary.  This rule applies to plan years commencing after the plan is given 
notice of the court decree; 

(2) if a court decree states that both parents are responsible for the dependent child’s health care 
expenses or health care coverage, the provisions of section 2.b.i. above shall determine the order 
of benefits; 

(3) if a court decree states that the parents have joint custody without specifying that one parent has 
responsibility for the health care expenses or health care coverage of the dependent child, the 
provisions of section 2.b.i. above shall determine the order of benefits; or 
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(4) if there is no court decree allocating responsibility for the dependent child’s health care expenses 
or health care coverage, the order of benefits for the child are as follows: 

(a) the plan of the custodial parent; 

(b) the plan covering the spouse of the custodial parent; 

(c) the plan of the noncustodial parent; and then  

(d) the plan covering the spouse of the noncustodial parent. 

iii. For a dependent child covered under more than one plan of individuals who are not the parents of the 
child, the provisions of section 2.b.i. or section 2.b.ii. above shall determine the order of benefits as if 
those individual were the parents of the child. 

c. Active employee or retired or laid-off employee.  The plan that covers a person as an employee, that is, an 
employee who is neither laid off nor retired, is the primary plan.  The plan covering the same person as a 
retired or laid-off employee is the secondary plan.  The same would hold true if a person is a dependent 
of an active employee and that same person is a dependent of a retired or laid-off employee.  If the other 
plan does not have this rule, and as a result, the plans do not agree on the order of benefits, this rule is 
ignored.  This rule does not apply if section 2.a. above can determine the order of benefits. 

d. COBRA or State Continuation coverage.  If a person whose coverage is provided pursuant to COBRA or 
under a right of continuation provided by state or other federal law is covered under another plan, the plan 
covering the person as an employee, member, subscriber or retiree or covering the person as a 
dependent of an employee, member, subscriber or retiree is the primary plan and the COBRA or state or 
other federal continuation coverage is the secondary plan.  If the other plan does not have this rule, and 
as a result, the plans do not agree on the order of benefits, this rule is ignored.  This rule does not apply if 
section 2.a. above can determine the order of benefits.  

e. Longer or shorter length of coverage.  The plan that covered the person as an employee, member, 
policyholder, subscriber or retiree longer is primary plan and the plan that covered the person the shorter 
period of time is the secondary plan. 

f. If the preceding rules do not determine the order of benefits, the allowable expenses shall be shared 
equally between the plans meeting the definition of plan.  In addition, this plan will not pay more than it 
would have paid had it been the primary plan. 

3. EFFECT ON THE BENEFITS OF THIS PLAN 

a. When this plan is secondary, we may reduce our benefits so that the total benefits paid or provided by 
all plans during a plan year are not more than the total allowable expenses.  In determining the amount 
to be paid for any claim, the secondary plan will calculate the benefits it would have paid in the absence 
of other health care coverage and apply that calculated amount to any allowable expense under its plan 
that is unpaid by the primary plan.  The second plan may then reduce its payment by the amount so that, 
when combined with the amount paid by the primary plan, the total benefits paid or provided by all plans 
for the claim do not exceed the total allowable expense for that claim.  In addition, the secondary plan 
shall credit to its plan deductible any amounts it would have credited to its deductible in the absence of 
other health care coverage. 

b. If a covered person is enrolled in two or more closed panel plans and if, for any reason, including the 
provision of service by a non-panel provider, benefits are not payable by one closed panel plan, COB 
shall not apply between that plan and other closed panel plans.  

4. RIGHT TO RECEIVE AND RELEASE NEEDED INFORMATION 

Certain facts about health care coverage and services are needed to apply these COB rules and to determine 
benefits under this plan and other plans.  We may get the facts we need from or give them to other 
organizations or persons for the purpose of applying these rules and determining benefits payable under this 
plan and other plans covering the person claiming benefits.  We need not tell, or get the consent of, any 
person to do this.  Each covered person claiming benefits under this plan must give us any facts we need to 
apply those rules and determine benefits payable. 
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5. FACILITY OF PAYMENT 

A payment made under another plan may include an amount that should have been paid under this plan.  If it 
does, we may pay that amount to the organization that made that payment.  That amount will then be treated 
as though it were a benefit paid under this plan.  We will not have to pay that amount again.  The term 
"payment made" includes providing benefits in the form of services, in which case "payment made" means 
reasonable cash value of the benefits provided in the form of services. 

6. RIGHT OF RECOVERY 

If the amount of the payments made by us is more than it should have paid under this COB provision, we may 
recover the excess from one or more of the persons we have paid or for whom we have paid; or any other 
person or organization that may be responsible for the benefits or services provided for the covered person.  
The "amount of the payments made" includes the reasonable cash value of any benefits provided in the form 
of services. 

7. MEDICARE INTEGRATION 

a. INTEGRATION WITH MEDICARE - AGE 65 AND OVER 

If a covered person is 65 years or older and eligible for Medicare (whether enrolled or not) and the 
covered employee's employer is not subject to ADEA (the Age Discrimination in Employment Act) the 
benefits under the policy will be calculated as follows:   

i. the amount paid by Medicare or that would have been paid by Medicare had the covered person 
enrolled will be determined; 

ii. then the amount to be paid by us will be computed on the remaining covered expense (total covered 
expense less amount paid by Medicare or that would have been paid by Medicare had the covered 
person enrolled). 

b. INTEGRATION WITH MEDICARE - UNDER AGE 65 

i. If a covered person is less than 65 years of age and eligible for Medicare (whether enrolled or not) 
due to disability, other than disability due to "end stage renal disease," the benefits under the policy 
will be calculated as follows: 

(1) the amount paid by Medicare or that would have been paid by Medicare had the covered person 
enrolled will be determined; 

(2) then the amount to be paid by us will be computed on the remaining covered expense (total 
covered expense less amount paid by Medicare or that would have been paid by Medicare had 
the covered person enrolled). 

ii. If a covered person is less than 65 years of age and eligible for Medicare (whether enrolled or not) 
due to "end stage renal disease," benefits under the policy will be calculated as follows: 

(1) during the first 30 months the benefits under the policy will be paid before the benefits and 
services provided by Medicare are paid; and 

(2) after the first 30 months the benefits under the policy will be payable as follows: 

(a) the amount paid by Medicare or that would have been paid by Medicare had the covered 
person enrolled will be determined; 

(b) then the amount to be paid by us will be computed on the remaining covered expense (total 
covered expense less amount paid by Medicare or that would have been paid by Medicare 
had the covered person enrolled). 

 

 
 



GH 03 06 (01-12 ed.)                                      Federated Mutual Insurance Company                                       1 of 9 

SECTION VI - COVERED SERVICES 
 
 
Words and phrases appearing in bold type have special meaning as set forth in Section VIII - Definitions. 

If a covered person receives covered services, we will pay benefits as provided in the schedule for covered 
expenses.  Payment of benefits will be subject to the annual maximum and any other applicable provisions set 
forth in the schedule.  The maximum amount allowed for any covered service is the reasonable and customary 
charge for the treatment, service or supply.  

Covered expenses for covered services (except preventive care) are payable whether provided by a network 
provider or non-network provider. The only difference is the copayment, coinsurance, deductible and out-of-
pocket maximum listed in the schedule. 

The following treatments, services and supplies are covered services if they are medically necessary and ordered 
by a physician because of an illness or injury.  If the treatment, service or supply is not listed in this section or is 
excluded in Section VII - Exclusions, that treatment, service or supply is not covered and benefits are not payable 
under the policy.  That a physician has performed or prescribed it, or that it may be the only treatment for a 
particular illness or injury does not mean that a treatment, service or supply is a covered service under the 
policy.   

Any covered service specifically listed is only covered by that specific listing and not any general listing of covered 
services. 

For covered services listed as "pre-certification required" see Section I - General Provisions, 16. Pre-Certification 
Requirements. 

1. AMBULANCE SERVICES 

Professional ambulance service for ground transportation to the nearest appropriate hospital for an 
emergency condition or the medically necessary transfer of a covered person from one hospital to 
another.  Air ambulance expenses are only eligible for transportation from the site of an emergency to the 
nearest appropriate facility. 

For pregnancy, coverage is limited to emergency conditions.  This does not include transportation for an 
uncomplicated or cesarean delivery. 

2. ANESTHESIA SERVICES  

Anesthesia services related to surgical procedures or dental treatment or maternity services that are covered 
under the policy.  When multiple surgical procedures are done in the same operative session covered 
expenses include the reasonable and customary charge for a single anesthesia service.  There is no 
coverage for additional anesthesia services during the same operative session.  

3. CHEMICAL DEPENDENCY SERVICES  

(Pre-Certification Required for inpatient or transitional treatment) 

See schedule for calendar year and lifetime maximum limits.  

a. Outpatient Services: We cover services for diagnosis and treatment of chemical dependency provided 
by a physician or a licensed professional under his direct supervision.  A comprehensive diagnostic 
assessment must be the basis for a determination by a physician concerning the appropriate treatment 
and the extent of services required.  The services must be furnished under a written plan established by a 
physician and regularly reviewed by the physician.  The plan must be established before treatment 
begins and must relate to the type, amount, frequency and duration of therapy and indicate the diagnosis 
and anticipated goals. 

b. Inpatient Services: We cover inpatient services in a hospital, residential treatment facility, or 
chemical dependency treatment facility located in the covered person’s state of residence and 
services by a physician or a licensed professional under his direct supervision for treatment of 
chemical dependency. 
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c. Transitional Treatment Arrangements:  Services are covered for a transitional treatment arrangement.  
"Transitional treatment arrangement" means services for the treatment of chemical dependency that are 
provided to a covered person in a less restrictive manner than inpatient services but in a more intensive 
manner than outpatient services.  Transitional treatment includes: 

i. Certified or licensed residential treatment facility programs for chemically dependent persons located 
in the covered person’s state of residence.  

ii. Services for chemical dependency provided in a certified or licensed day treatment program located 
in the covered person’s state of residence. 

Transitional treatment does not include halfway houses or programs. 

4. CONTRACEPTIVE DEVICES 

Coverage is provided for contraceptive devices ordered by a physician.  Prescription drugs for contraception 
are covered under the prescription drug coverage.   

5. DENTAL SERVICES  

Treatment, services or supplies for: 

a. surgical removal of impacted teeth;  

b. charges for dental work due to an accident, except chewing accidents, to sound natural teeth when the 
services are performed within one year from the date of the accident;  

c. dental treatment provided by a hospital including anesthesia services; or  

d. oral tumors or cysts whether by a medical doctor or oral surgeon.   

Coverage is not determined by the medical necessity of or the underlying cause of the need for the dental 
care. Coverage is based on the type of service provided and the anatomical structure on which the procedure 
is performed. 

6. DIABETES SERVICES 

For covered persons diagnosed with diabetes: 

a. Training and education through a diabetes education program for the self-management of all types of 
diabetes mellitus.  The education program must be ordered by a physician and provided by a state-
certified program. 

b. The following equipment and supplies are covered as medical supplies: 

i. injection aids; 

ii. insulin measurement and administration aids for the visually impaired; and 

iii. biohazard disposal containers. 

c. The following equipment and supplies are covered as durable medical equipment: 

i. blood glucose monitors; 

ii. blood glucose monitors for the legally blind; 

iii. insulin pumps and all supplies for the pump; 

iv. insulin infusion devices; and 

v. other medical devices for treatment of diabetes. 

d. The following equipment and supplies are covered as prescription drugs: 

i. test strips for glucose monitors; 

ii. urine testing strips; 

iii. insulin; 

iv. lancets and lancet devices; 

 

 



GH 03 06 (01-12 ed.)                                      Federated Mutual Insurance Company                                       3 of 9 

v. syringes; 

vi. prescribed oral agents for controlling blood sugars; 

vii. glucose agents; and 

viii. glucagon kits. 

7. DIAGNOSTIC SERVICES - RADIOLOGY, PATHOLOGY, LABORATORY AND OTHER DIAGNOSTIC 
SERVICES  

(Pre-Certification Required; see schedule for tests requiring pre-certification) 

Radiology, pathology, laboratory, and other diagnostic tests for the treatment and diagnosis of illness or 
injury.  

8. DIALYSIS SERVICES  

Treatment, services or supplies at the dialysis unit of a hospital or at a dialysis facility.  

9. DURABLE MEDICAL EQUIPMENT  

(Pre-Certification Required) 

The purchase, fitting, necessary adjustments, repairs, and replacements due to normal wear and tear of 
durable medical equipment.  

Coverage for durable medical equipment will be limited to the standard models as determined by us.  The 
covered person is responsible for paying any amount in excess of the charge for the standard model.  
Covered services include subsequent repairs necessary to restore the most recently purchased durable 
medical equipment to a serviceable condition.  Repairs due to abuse or misuse, as determined by us, of the 
durable medical equipment are not covered. 

Covered services include the replacement of durable medical equipment that has been outgrown due to 
normal skeletal growth.  Covered services include the replacement of durable medical equipment due to 
wear and tear, but only after the covered person has had the durable medical equipment for at least five 
years and only on a five-year replacement basis thereafter. 

It is our option to pay for either the rental or purchase of durable medical equipment.  Total rental charges 
will be limited to the purchase price of the durable medical equipment.  

Batteries for durable medical equipment are only covered as part of the initial purchase of the equipment.  
Replacement batteries are not covered. 

Bras designed to hold external breast prostheses after a mastectomy are considered durable medical 
equipment.  Coverage will be limited to the standard models as determined by us.  Coverage is provided for 2 
prosthetic bras at the time a prosthesis is acquired.  Covered services include the replacement of prosthetic 
bras due to wear and tear, but only after the covered person has had the prosthetic bra for at least one year, 
and only on an annual replacement basis thereafter during the time an external prosthesis is used.  There is 
no coverage for bras if reconstructive surgery is done.   

10. ELECTIVE STERILIZATIONS 

Vasectomies and tubal ligations, for covered employees and dependent spouses only.  

11. EMERGENCY CARE SERVICES 

Coverage is provided for emergency care.  Emergency care obtained through a non-network provider 
(other than ambulance services) is covered as if received through a network provider if the event requiring 
emergency care meets the definition of an emergency condition.  In order to continue to receive benefits at 
the network provider level shown in the schedule, continuing or follow-up treatment must be provided by a 
network provider.  

In case of an emergency condition, the covered person should obtain emergency care from the nearest 
emergency facility. 
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12. HOME HEALTH CARE SERVICES  

(Pre-Certification Required) 

Services provided in the covered person's place of residence for part-time or intermittent home health care if 
the covered person is homebound. A covered person will be considered to be homebound if he has a 
condition due to illness or injury which restricts his ability to leave his place of residence and/or leaving the 
home is medically inappropriate.  We have the right to determine whether the covered person is homebound.   

Home health care services must be provided by or through a home health care agency.  A maximum of 100 
home health care visits are payable in any calendar year.  Each visit by an authorized agent of a home 
health care agency is considered one visit.  In order for covered services to be payable, the covered 
person's physician must certify that: 

a. confinement in a hospital or nursing facility would be required in lieu of home health care; and 

b. the home health care services will be provided or coordinated by a home health care agency, which is 
qualified under Medicare.  

A service shall not be considered a skilled nursing service merely because it is performed by, or under the 
direct supervision of, a nurse.  Where a service or like services can be safely and effectively performed by a 
non-medical person without the direct supervision of a nurse, the service shall not be regarded as a skilled 
nursing service, whether or not a skilled nurse actually provides the service.  The unavailability of a 
competent person to provide a non-skilled service shall not make it a skilled service when a nurse provides it.  
Only the skilled nursing component of so-called "blended" services (i.e., services which include skilled and 
non-skilled components) are covered. 

The maximum weekly benefit for this coverage will not be more than the benefits payable for the total weekly 
charges for skilled nursing care available in a nursing facility, as determined by us. 

13. HOSPICE CARE SERVICES  

(Pre-Certification Required) 

Hospice care ordered by a physician and provided by a hospice agency.  In order to qualify for coverage, a 
covered person must be diagnosed with a covered illness or injury and be terminally ill with a life 
expectancy of six (6) months or less.  Covered services may be provided either in the home or at inpatient 
facilities and may be provided on an intermittent, scheduled or round-the-clock basis.  For covered services 
to be payable, we must receive a written statement from the attending physician that the covered person is 
terminally ill and only receiving palliative and supportive care. 

When hospice care is in lieu of an admission to a hospital or nursing facility, coverage is provided for the 
following hospice services: 

a. room and board and other services and supplies; 

b. part-time nursing care by or supervised by a registered nurse (RN); 

c. counseling services by a licensed clinical social worker or pastoral counselor for the covered person and 
immediate family; 

d. medical social services provided to the covered person and his immediate family under the direction of a 
physician.  Services include: 

i. assessment of social, emotional and medical needs, and the home and family situation; and 

ii. identification of the community resources available and assisting in obtaining those resources; 

e. dietary counseling; 

f. consultation and case management services by a physician; 

g. physical therapy or occupational therapy; 

h. part-time home health aide service; and 

i. medical supplies, drugs and medicines ordered by a physician. 
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14. HOSPITAL, AMBULATORY SURGERY AND SURGERY CENTER SERVICES   

(Pre-Certification Required) 

a. Inpatient Services (Pre-Certification Required): Medical or surgical services for the treatment of illness or 
injury, which requires the level of care only provided in a hospital.  These services must be ordered by a 
physician. 

We cover charges for room and board for occupancy of semiprivate or lesser accommodations.  Nursing 
services (private duty and incremental nursing) are included in the charges for room and board and are 
not covered services.  If a covered person is in a private room, we will pay benefits at the hospital's 
most common semiprivate daily rate or if there is no semiprivate room rate, 95% of the private room rate.  
If a covered person is in an intensive care unit, we will pay the intensive care unit room rate. 

When multiple surgical procedures are done in the same operative session, covered expenses include 
the reasonable and customary charge for a single operating room charge or a single facility fee.  There 
is no coverage for additional operating room charges or facility fees during the same operative session.  

Charges for personal convenience services and items are not covered. 

b. Outpatient, Ambulatory or Surgical Services (Pre-Certification Required; see schedule for procedures 
requiring pre-certification): Medical and surgical services for diagnosis or treatment of illness or injury on 
an outpatient basis.  These services must be ordered by a physician. 

When multiple surgical procedures are done in the same operative session covered expenses include 
the reasonable and customary charge for a single operating room charge or a single facility fee.  There 
is no coverage for additional operating room charges or facility fees during the same operative session.  

15. MANIPULATIVE THERAPY  

Services by a physician or someone under his direct supervision for manipulative therapy and related 
services.  A maximum of 26 visits for manipulative therapy and related services are payable in any calendar 
year.  Each calendar day a covered person receives manipulative therapy is considered one visit.    

16. MASTECTOMY  

(Pre-Certification Required) 

Services in connection with a mastectomy for which benefits are payable under the policy including: 

a. reconstruction of the breast on which the mastectomy has been performed; 

b. surgery and reconstruction of the other breast to produce a symmetrical appearance; 

c. prostheses to replace the breast on which the mastectomy has been performed (refer to Section VI - 
Covered services, 28. Prosthetic Devices regarding repairs or replacement); and 

d. physical complications resulting from all stages of the mastectomy, including lymphedema. 

These services are provided in a manner determined in consultation between the covered person and his 
physician. 

17. MATERNITY SERVICES  

(Pre-Certification Required for inpatient stays over the minimum duration below) 

Maternity services include: 

a. Prenatal and postnatal care, complications, and delivery. 

b. A minimum of 48 hours of inpatient care following a vaginal delivery in addition to the day of delivery. 

c. A minimum of 96 hours of inpatient care following a cesarean section in addition to the day of delivery. 

d. Maternity management and support provided through our review organization.   

Coverage is also provided for covered services rendered by a nurse midwife or at a birthing center.   

Treatment, services or supplies received by the newborn child are covered under the coverage for the child, 
not the mother.  These treatments, services and supplies, including nursery charges, are subject to the child's 
deductible, coinsurance or copayments. 
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18. MEDICAL SUPPLIES, OXYGEN & OTHER GASES 

a. Coverage is provided for outpatient and inpatient use of medical supplies  prescribed by a physician 
for treatment of an illness or injury; and 

b. Coverage is provided for outpatient and inpatient use of oxygen and other gases for treatment of an 
illness or injury.   

19. MENTAL ILLNESS SERVICES  

(Pre-Certification Required for inpatient or transitional treatment) 

See schedule for calendar year and lifetime maximum limits.  

a. Outpatient Services:  We cover outpatient mental health services for evaluation, crisis intervention, and 
treatment of mental illness provided by a physician or a licensed professional under his direct 
supervision. A comprehensive diagnostic assessment must be the basis for a determination by a 
physician concerning the appropriate treatment and the extent of services required.  The services must 
be furnished under a written plan established by a physician and regularly reviewed by the physician.  
The plan must be established before treatment begins and must relate to the type, amount, frequency and 
duration of therapy and indicate the diagnosis and anticipated goals. 

b. Inpatient Services:  We cover inpatient services in a hospital located in the covered person’s state of 
residence, and physician services for treatment of mental illness.  Care received in an inpatient 
hospital eating disorder unit for an eating disorder is covered.  This does not include medical stabilization. 

c. Transitional Treatment Arrangements: Services are covered for a transitional treatment arrangement.  
"Transitional treatment arrangement" means services for the treatment of mental illness that are provided 
to a covered person in a less restrictive manner than inpatient services but in a more intensive manner 
than outpatient services.   

   Transitional treatment includes: 

i. Mental health services for covered persons in a certified or licensed day treatment program 
offered by a provider located in the covered person’s state of residence. 

ii. Services for covered persons with chronic mental illness provided through a certified or licensed 
community support program located in the covered person’s state of residence. 

       Transitional treatment does not include halfway houses or programs. 

20. MUSCULOSKELETAL DISORDERS  

(Pre-Certification Required for surgery) 

Expenses to treat musculoskeletal disorders of any bone or joint of the face, neck or head.  This includes 
temporomandibular joint disorder and craniomandibular disorder.   Any surgical procedure must be pre-
certified. 

21. NURSING FACILITY SERVICES  

(Pre-Certification Required) 

Room, board, and general nursing services for a semi-private room in a nursing facility.  Coverage is limited 
to the facility's semi-private room rate or 50% of the semi-private rate at the hospital the covered person was 
in prior to this confinement, whichever is less.  Other services provided at the nursing facility will only be 
covered if they are covered services under the policy. 

In order for such charges to qualify as covered services:  

a. the confinement must begin within 24 hours after an inpatient hospital confinement which is covered 
under the policy; and  

b. the confinement must be due to the same condition for which care was received in the hospital.   

Coverage is limited to a maximum of 60 days per confinement not to exceed 60 days for any one illness or 
injury. 
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22. NUTRITION COUNSELING AND MEDICAL FOODS 

Coverage is provided for: 

a. nutrition counseling ordered by a physician and provided by a registered dietitian for treatment of an 
illness or injury; or 

b. medical foods for treatment of PKU (phenylketonuria), galactosemia, organic acidemias and disorders of 
amino acid metabolism for covered persons under age 19 that are: 

i. administered under the direction of a physician; and 

ii. the cost exceeds the income tax credit of $2,400 per year per person allowed in Arkansas.   

23. ORTHOTIC DEVICES  

(Pre-Certification Required)  

The purchase, fitting, necessary adjustments, repairs, and replacements due to normal wear and tear of 
orthotic devices.  

Coverage for orthotic devices will be limited to the standard models as determined by us.  The covered 
person is responsible for paying any amount in excess of the charge for the standard model.  Covered 
services include subsequent repairs necessary to restore the most recently purchased orthotic device to a 
serviceable condition.  Repairs due to abuse or misuse, as determined by us, of the orthotic device are not 
covered. 

Covered services include the replacement of orthotic devices that have been outgrown due to normal 
skeletal growth.  Covered services include the replacement of orthotic devices due to wear and tear, but 
only after the covered person has had the orthotic device for at least five years and only on a five-year 
replacement basis thereafter. 

24. PRESCRIPTION DRUGS 

If a covered person incurs expenses for prescription drugs, we will pay benefits as provided in the 
schedule.  Payment of any benefits will be subject to applicable limits set forth in the schedule. 

Covered expense for prescription drugs is limited to the network cost of the drug.  This applies to drugs 
purchased from a network or non-network provider. 

25. PREVENTIVE CARE SERVICES 

An illness or injury is not required for coverage under this section. The following services are preventive care 
services:  

a. evidence-based items or services that have in effect a rating of “A” or “B” in the current recommendations 
of the United States Preventive Services Task Force;  

b. immunizations for routine use that have in effect a recommendation from the Advisory Committee on 
Immunization Practices of the Centers for Disease Control and Prevention with respect to the covered 
person involved;  

c. for covered persons who are infants, children, and adolescents, evidence-informed preventive care and 
screenings provided for in the comprehensive guidelines supported by the Health Resources and Services 
Administration;  

d. for covered persons who are women, such additional preventive care and screenings not described 
above as provided for in comprehensive guidelines supported by the Health Resources and Services 
Administration; or 

e. Physician delivered outpatient physical examination of the covered person's general health (annual 
physical).  This coverage is limited to one physical examination per calendar year and is subject to the 
limit in the schedule.   

Coverage for preventive benefits does not require payment of any deductible, copayment, or coinsurance if 
preventive care services are obtained from a network provider as part of an office visit.  Preventive care 
services do not include testing done by mobile diagnostic units or wellness exams or wellness evaluations that 
are not obtained from a network provider as part of an office visit.   

Preventive care services received from a non-network provider are subject to non-network deductible and 
coinsurance.   
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Preventive care services do not include any tests or immunizations necessary for the diagnosis or direct care 
and treatment of an illness or injury.  Preventive care services do not include “surveillance testing.”  
“Surveillance testing” are tests or screenings done when a physician is monitoring a known condition; or when 
a known risk factor exists; or tests or screenings done outside the guidelines listed above.  “Surveillance 
testing” is treatment of an illness or injury not preventive care services.   Medically necessary “surveillance 
testing” will be subject to deductible, copayment, and coinsurance. 

26. PROFESSIONAL SERVICES - PHYSICIAN SERVICES 

a. Office visit or urgent care visit - Physician services for treatment of an illness or injury billed as an 
office visit.  

b. Other Charges - Physician services for treatment of an illness or injury billed as other than an office 
visit.  This includes electronic consultations. 

Physician services that are specifically listed in any other subsection are not covered services under this 
subsection.  Facility fees are not covered as part of an office visit or urgent care visit.   

27. PROFESSIONAL SERVICES - SURGERY  

(Pre-Certification Required; see schedule for procedures requiring pre-certification)  

Physician surgery charges for treatment of illness or injury.  Physician charges for post-operative care are 
included with the amount payable for the surgery.  Covered services include services rendered by an 
assistant at surgery when medically necessary.  Coverage for an assistant at surgery who is a licensed 
medical doctor is limited to 20% of the covered expense for the surgical procedure. Coverage for an 
assistant at surgery who is not a licensed medical doctor is limited to 10% of the covered expense for the 
surgical procedure.   

When multiple surgical procedures are done at the same time, covered expenses include the reasonable 
and customary charge for the first or major procedure. Covered expenses for the 2nd and 3rd additional 
procedures are limited to a maximum of 50% of the reasonable and customary charge.  Covered expenses 
for the 4th and subsequent additional procedures are limited to a maximum of 25% of the reasonable and 
customary charge.   There is no coverage for incidental surgical procedures.   

28. PROSTHETIC DEVICES  

(Pre-Certification Required) 

The purchase, fitting, necessary adjustments, repairs, and replacements due to normal wear and tear of 
prosthetic devices.  

Coverage for prosthetic devices will be limited to the standard models as determined by us.  The covered 
person is responsible for paying any amount in excess of the charge for the standard model.  Covered 
services include subsequent repairs necessary to restore the most recently purchased prosthetic device to a 
serviceable condition.  Repairs due to abuse or misuse, as determined by us, of the prosthetic device are not 
covered. 

Covered services include the replacement of prosthetic devices that have been outgrown due to normal 
skeletal growth.  Covered services include the replacement of prosthetic devices due to wear and tear, but 
only after the covered person has had the prosthetic device for at least five years and only on a five-year 
replacement basis thereafter. 

Benefits are provided for a penile prosthetic device required for physiological (not psychological) impotence. 

29. RECONSTRUCTIVE SURGERY  

(Pre-Certification Required) 

Reconstructive surgery is limited to surgery that has the primary purpose of restoring function after an 
illness or injury, or is the result of a congenital defect.  If the reason for surgery meets the criteria of 
restoring function, then coverage is available even if there is an incidental improvement in physical 
appearance.  

30. REHABILITATIVE SERVICES  

(Pre-Certification Required) 

a. Treatment as an inpatient in a rehabilitative unit of a hospital or a rehabilitative facility for acute 
conditions or injuries.    
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b. Outpatient cardiac rehabilitation.  Coverage is provided only if an outpatient exercise program is begun 
within 30 days following discharge from an inpatient hospital admission for a cardiac related condition.  A 
maximum of 36 supervised and monitored exercise sessions are covered in a 12 consecutive week period, 
starting with the first session in the outpatient exercise program. 

31. THERAPIES  

(Pre-Certification Required) 

a. Physical Therapy - Coverage is provided for physical therapy when rendered by a licensed physical 
therapist under the supervision of a physician.  The therapy must be furnished under a written plan 
established by a physician and regularly reviewed by the therapist and the physician.  The plan must be 
established before treatment begins and must relate to the type, amount, frequency and duration of 
therapy and indicate the diagnosis and anticipated goals.  

b. Occupational Therapy - Coverage is provided for occupational therapy when these services are 
rendered by a licensed occupational therapist under the supervision of a physician.  This therapy must be 
furnished under a written plan established by a physician and regularly reviewed by the therapist and 
physician.  The plan must be established before treatment begins and must relate to the type, amount, 
frequency and duration of therapy and indicate the diagnosis and anticipated goals.  

c. Speech Therapy - Coverage is provided for speech therapy when these services are rendered by a 
licensed speech therapist or speech therapist certified by the American Speech and Hearing Association 
under the supervision of a physician. This therapy must be furnished under a written plan established by 
a physician and regularly reviewed by the therapist and physician.  The plan must be established before 
treatment begins and must relate to the type, amount, frequency and duration of therapy and indicate the 
diagnosis and anticipated goals. 

d. Intravenous Therapy - coverage is provided for intravenous therapy including chemotherapy if ordered by 
a physician.  This therapy must be furnished under a written plan established by a physician and 
regularly reviewed by the therapist and physician.  The plan must be established before treatment begins 
and must relate to the type, amount, frequency and duration of therapy and indicate the diagnosis and 
anticipated goals. 

32. TRANSPLANT SERVICES - HUMAN ORGAN AND BONE MARROW 

(Pre-Certification Required) 

a. If the transplant recipient is a covered person, coverage is provided for transplant related services and 
supplies that are medically necessary for the recipient and are not experimental or investigational 
and/or for research.   

b. If the donor and recipient are covered persons, coverage is provided for transplant related services and 
supplies that are medically necessary for the donor and are not experimental or investigational and/or 
for research.  Coverage for the donor’s expenses will be provided subject to the donor’s schedule of 
benefits including applicable deductible, copayments and coinsurance.   

c. If the donor is not a covered person, coverage will be provided for transplant related services and 
supplies that are medically necessary for the donor and are not experimental or investigational and/or 
for research only if the donor does not have any form of health insurance coverage that provides coverage 
for the services.  The benefits paid for the donor's covered expenses will be subject to a separate 
deductible and coinsurance equal to the deductible and coinsurance shown in the schedule for the 
covered person who is the recipient.   This coverage only applies for transplants covered under the 
policy.   

d. If the recipient is a covered person expenses related to donor matching are covered services only if the 
potential donor does not have any form of health insurance coverage that provides coverage for the 
services.  The benefits paid for donor matching will be subject to a separate deductible and coinsurance 
equal to the deductible and coinsurance shown in the schedule for the covered person who is the 
recipient.   This coverage only applies for transplants covered under the policy.   

e. Coverage is not provided for transplant related services and supplies provided to donors or recipients if the 
transplant recipient is not a covered person.  This includes transplants where the donor or potential donor 
is a covered person.   
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Additional Covered Services:  

33. AUTISM SPECTRUM DISORDERS 

For a covered person under age 18 diagnosed with "autism spectrum disorders" the following treatment, 
services and supplies: 

a. medically necessary assessments, evaluations, or tests in order to diagnose whether the covered 
person has an "autism spectrum disorder." 

b. treatment prescribed or ordered for a covered person diagnosed with an "autism spectrum disorder" by a 
licensed physician or licensed psychologist.  Treatment includes: 

i. "Applied behavior analysis" when provided or supervised by a board certified behavioral analyst.  The 
prescribing physician shall be independent of the applied behavior analyst.  Coverage for "applied 
behavior analysis" therapy is limited to $50,000 per calendar year per covered person. 

ii.  “Pharmacy care”; 

iii. “Psychiatric care”; 

iv. “Psychological care”; 

v. “Therapeutic care”; and 

vi. equipment necessary to provide evidence based treatment.   

c. Coverage is limited to medically necessary treatment ordered by the covered person's treating licensed 
physician or licensed psychologist in a “treatment plan.” 

d. The following definitions apply to this coverage:  

i. "Applied behavior analysis," means the design, implementation and evaluation of environmental 
modifications, using behavioral stimuli and consequences, to produce socially significant improvement 
in human behavior, including the use of direct observation, measurement, and functional analysis of 
the relationships between environment and behavior. 

ii. "Autism spectrum disorders" means a neurobiological disorder, an illness of the nervous system, 
which includes Autistic Disorder, Asperger's Disorder, Pervasive Developmental Disorder Not 
Otherwise Specified, Rett's Disorder, and Childhood Disintegrative Disorder, as defined in the most 
recent edition of the Diagnostic and Statistical Manual of Mental Disorders of the American Psychiatric 
Association. 

iii. "Diagnosis of autism spectrum disorders" means medically necessary assessments, evaluations, or 
tests in order to diagnose whether an individual has an "autism spectrum disorder.” 

iv. "Pharmacy care" means medications prescribed by a licensed physician, and any health related 
services deemed medically necessary to determine the need or effectiveness of the medications. 

v. "Psychiatric care" means direct or consultative services provided by a psychiatrist licensed in the state 
in which the psychiatrist practices. 

vi. "Psychological care" means direct or consultative services provided by a psychologist licensed in the 
state in which the psychologist practices. 

vii. "Therapeutic care" means services provided by licensed speech therapists, occupational therapist, or 
physical therapists. 

viii. “Treatment plan” means a plan for the treatment of “autism spectrum disorder” developed by a 
licensed physician or a licensed psychologist pursuant to a comprehensive evaluation or reevaluation 
performed in a manner consistent with the most recent clinical report or recommendation of the 
American Academy of Pediatrics or the American Academy of Child and Adolescent Psychiatry.  The 
prescribing practitioner shall be independent of the provider of applied behavior analysis. 
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34. HEARING AIDS 

Coverage is provided for hearing aids or hearing instruments sold by a professional licensed by the state of 
Arkansas to dispense a hearing aid or hearing instrument.   

a. Coverage is limited to $1,400 per ear every 3 years;   

b. This coverage is not subject to deductible or copayment requirements; 

c. Coverage includes repair and replacement parts; 

d. A “hearing aid” is an instrument or device that: 

i. is designed and offered for the purpose of aiding persons with or compensating for impaired hearing; 
and  

ii. is worn in or on the body; and 

iii. is generally not useful to a person in the absence of a hearing impairment.   

35. IN VITRO FERTILIZATION 

          Coverage is provided for in vitro fertilization if: 

a.  The covered person is the employee or their spouse; and 

b. The covered person's occytes are fertilized with the sperm of their spouse; and 

c. The covered person has a history of unexplained infertility for at least 2 years; or has infertility due to: 

i. endometriosis;  

ii. exposure in utero to Diethylstibestrol (commonly known as DES);  

iii. blockage of or removal of one or both fallopian tubes not a result of voluntary sterilization; or 

iv. abnormal male factors contributing to infertility; and 

d. The in vitro fertilization procedures are performed at a medical facility licensed or certified by the Arkansas 
Department of Health or another state health department that conforms with the American College of 
Obstetricians and Gynecologists guidelines for in vitro fertilization clinics or to the American Fertility 
Society minimal standards for programs of in vitro fertilization. 

        Coverage is limited to a lifetime maximum of $15,000. 

36. PROSTATE CANCER SCREENING 

Prostate cancer screening once every calendar year for all male covered persons age 40 and over.  
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SECTION VII – EXCLUSIONS 
 
 
Words and phrases appearing in bold type have special meaning as set forth in Section VIII - Definitions. 

The following exclusions apply to all coverages described in the policy.  Coverage is not provided for and no 
benefits will be paid for: 

1. Charges for treatment, services or supplies that are not listed as covered services in Section VI - Covered 
Services.   

2. Treatment, services or supplies that are not medically necessary.  We have the right to determine when 
treatment, services or supplies are not medically necessary.  The exclusion of a treatment, service or supply 
as not medically necessary is a determination about benefits and is not a medical treatment decision or 
recommendation.  The covered person may choose to obtain the treatment, service or supply at their own 
expense.   

3. Treatment, services or supplies that are not approved under Section I - General Provisions, 16. Pre-
Certification Requirements when required by the policy.   

4. Treatment, services or supplies: 

a. not ordered by a physician;   

b. continued after a physician has advised that further care is not necessary; or 

c. ordered by a physician at the request of the covered person. 

5. Charges for covered services that exceed the reasonable and customary amount. 

6. Any drug, device or medical treatment or procedure and related treatment, service or supply that is 
experimental or investigational.  

7. Treatment, services or supplies required in connection with, in follow-up to, or as a result of a treatment, 
service or supply not covered under the policy.  This includes treatment, services and supplies required as a 
result of complications of a medical procedure not covered under the policy.   

8. Treatment, services or supplies: 

a. for which a charge would not have been made in the absence of insurance or health plan coverage;  

b. for which it has been determined the covered person is not legally obligated to pay;  

c. from providers who waive copayment, deductible or coinsurance payments by the covered person;  

d. where the provider would normally make no charge;  

e. that the provider advertises as free;  

f. for emergency response or rescue services that do not involve emergency transportation of the covered 
person; or 

g. to the extent that payment is unlawful where the covered person resides. 

9. Treatment, services or supplies provided when a covered person's coverage was not in effect under the 
policy.  This includes care provided either prior to the effective date of coverage or after such coverage ends.   

10. Treatment, services or supplies for pre-existing conditions when the pre-existing condition provision 
applies (see Section II - Enrollment & Effective Date for application of the provision). 

11. Medical supplies not ordered by a physician or first aid supplies.  This includes but is not limited to gloves, 
diapers, gauze, bandages, tape and dressings.   

12. Treatment, services or supplies including prescription drugs for illness or injuries related to the covered 
person's job.  This exclusion applies to any illness or injury that is covered or is required by law or regulation 
to be covered by Workers’ Compensation.  This exclusion applies if coverage under Workers’ 
Compensation is required by law or regulation and was not purchased by the covered person’s employer.  
This exclusion applies even if the covered person does not submit a claim to the Workers’ Compensation 
insurer for an illness or injury related to their job.   
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If the covered person enters into a settlement giving up his right to recover past or future medical benefits 
under Workers’ Compensation, we will not pay past or future medical expenses that are the subject of or 
related to that settlement.   In addition, if a Workers’ Compensation program limits benefits if other than 
specified providers are used, and treatment, services or supplies are received from a provider not specified 
by the program, we will not pay charges from such non-specified providers. 

13. Coverage under the policy will not duplicate coverage provided or required to be purchased or provided under 
Federal, State, or local laws, regulations or programs.   This exclusion applies whether or not the covered 
person chooses to waive his rights to these programs or coverages.  This exclusion applies if the covered 
person does not purchase coverage required by law or regulation.  

This exclusion does not apply to Medicaid.  We will provide coverage on a primary or secondary basis as 
required by state or federal law.   

This exclusion includes treatment, services and supplies for which payment was made or would have been 
made under Medicare Parts A or B if the covered person had enrolled.  This applies if the covered person is 
eligible for Medicare even if they did not enroll for coverage or claim benefits. 

14. Charges for treatment, services and supplies that do not follow the American Medical Association (AMA) billing 
guidelines, uniform billing (UB) guidelines and/or applicable state or federal laws and regulations.  This 
includes, but is not limited to: 

a. the unbundling of service codes that can be billed as a single code; 

b. billing incorrectly or separately for services that are an integral part of another service;   

c. the upcoding of service codes; and 

d. billing nursing services separate from room and board charges for inpatient confinements. 

15. Bills (including additions to prior bills) that are submitted more than two years after a treatment, service or 
supply was received. 

16. Treatment, services or supplies not related to an illness or injury except as provided in Section VI – Covered 
Services, 16. Preventive Care Services.  This includes but is not limited to:  

a. physical examinations or services required by an insurance company to obtain insurance; 

b. physical examinations or services required by a government agency such as the FAA or DOT; 

c. physical examinations or services required by an employer in order to begin or to continue working or 
obtain a license of any kind; 

d. physical examinations or services required for marriage or adoption; 

e. screening examinations outside the medical guidelines for recommended ages or frequency; 

f. physical examinations or services required for school or sports or camp; 

g. physical examinations or services required for travel; 

h. drug screening or testing; 

i. functional capacity evaluations for vocational purposes and/or determination of disability or pension 
benefits; or 

j. work-hardening programs or vocational rehabilitation services 

17. Hospital, facility, or other treatment, services or supplies when the covered person is unnecessarily admitted 
to and/or retained in the hospital or facility for treatment and evaluations that could satisfactorily be made on 
an outpatient basis.  The treatment, services or supplies that would be covered as an outpatient will be 
covered. 

18. Treatment, services or supplies for illness or injuries caused by or arising out of acts of war, insurrection, 
rebellion, armed invasion or aggression. 

19. Payment to donors of blood and charges for blood and blood plasma that has been replaced. 

20. Cosmetic surgery.  Complications of cosmetic surgery are also not covered.  This includes surgery to 
correct a congenital defect for psychological reasons where there is no functional impairment.  This exclusion 
also includes removal of excess skin after weight loss regardless of how the weight was lost.   
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21. Maintenance care or custodial care. 

22. Treatment, services or supplies related to any mass screening type of physical or health examination.   This 
includes, but is not limited to:  

a. mobile diagnostic units; 

b. employer sponsored physicals or screenings; and  

c. wellness exams not performed in a physician’s office. 

23. Physical, psychiatric, or psychological examinations, testing, vaccinations, immunizations, prescription drugs 
or treatments, if they are conducted for purposes of medical research. 

24. Alternative and/or complementary therapies, treatment, services or supplies including, but not limited to: 

a. Energy therapies such as: 

i. acupuncture, electro-acupuncture or acupressure; 

ii. cupping or fire cupping; 

iii. healing touch; 

iv. magnetic therapy; 

v. reiki;  

vi. shock wave therapy; or 

vii. zone therapy. 

b.  Mind-body medicine such as: 

i. biofeedback or relaxation therapy; 

ii. guided imagery; 

iii. hanna somatics; 

iv. herbal or aroma therapy; 

v. hypnosis; 

vi. meditation; 

vii. past life therapy; 

viii. recreational therapy; 

ix. somatic education; 

x. spiritual healing; 

xi. therapies using art, dance, humor or sound; or 

xii. visualization therapy. 

c. Hands on therapy such as: 

i. alexander technique; 

ii. craniosacral therapy; 

iii. feldenkrais method; 

iv. manual lymph drainage; 

v. massage or massotherapy; 

vi. moxibustion; 

vii. myofascial release;  

viii. polarity therapy; 

ix. reflexology; 
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x. rolfing; 

xi. rosen method;  

xii. shiatsu;  

xiii. therapeutic touch;  

xiv. trager psychophysical integration; or 

xv. trigger point or myotherapy. 

d. Movement therapies such as: 

i. pilates; 

ii. qi gong; 

iii. tai chi; or 

iv. yoga. 

e. Animal therapies including but not limited to dolphin or hippotherapy. 

f. Ayurveda. 

g. Chinese medicine. 

h. Colon therapy. 

i. Herbal medicine. 

j. Holistic medicine. 

k. Homeopathy. 

l. Lovaas therapy or applied behavioral analysis (this does not apply to applied behavioral analysis 
specifically covered in Section VI – Covered Services). 

m. Naturopathy. 

n. Prolotherapy. 

o. Rest cures. 

p. Systemic candidiasis or immunoaugmentive therapy. 

q. VNS therapy.   

25. Treatment, services or supplies including prescription drugs related to gender or sexual reassignment.  This 
includes sexual transformation or intersex surgery.  All related complications are also excluded.   

26. Laboratory charges for professional services on tests that do not involve direct intervention by a pathologist or 
other provider.  Direct intervention means interpretation of the laboratory tests including a written report and/or 
consultation with the treating physician regarding results of the laboratory test. 

27. Treatment, services or supplies required in connection with, in follow-up to, or as a result of a never event. 

28. Educational training or other services designed or adapted to develop a physical function and testing or 
training related to learning disabilities or developmental delays. 

29. Treatment, services or supplies for diagnosis or treatment of fertility or infertility including related hospital or 
physician services and medications.  This includes, but is not limited to: 

a. artificial insemination or fertilization; 

b. donor sperm; 

c. the processing and storage of semen, eggs or embryos; 

d. in vivo or in vitro fertilization; 

e. embryo transfer; 

f. gamete intrafallopian transfer (GIFT) and similar procedures; 

g. amniocentesis or chorionic villi sampling (CVS) solely for sex determination; 
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h. surrogate pregnancy treatment, services or supplies when the surrogate is not a covered person;  

i. cloning methods;  

j. laboratory tests;  

k. prescription drugs;  

l. assisted reproductive technology;  

m. genetic counseling; 

n. the reversal of sterilization procedures; and 

o. surgical procedures. 

This exclusion does not apply to in vitro fertilization services specifically covered in Section VI – Covered 
Services.   

30. Treatment, services or supplies to treat hair loss or unwanted hair growth or to promote hair growth.  This 
includes, but is not limited to, prescription or non-prescription drugs, laser treatments, hair transplants, wigs 
and cranial prosthetics.   

31. Charges for personal items, provided on an optional basis including, but not limited to, television, radio, 
telephone or comfort kits. 

32. Time spent traveling or services for or related to, transportation: 

a. not necessary for basic or advanced life support;  

b. to or from physician visits;  

c. to or from therapy; or  

d. home from the hospital. 

33. Treatment, services or supplies provided by the covered person or a close relative or member of the 
covered person's household or legal guardian of the person who received the service.  "Member of the 
covered person's household" means anyone who lives in the same household or who was claimed as a tax 
deduction for the year during which the service was provided. 

34. All dental care not specifically covered in Section VI - Covered Services, 7. Dental Services.  This exclusion 
applies regardless of the medical necessity of or the underlying cause for the need for the dental care.  
Exclusion from coverage is based on the type of service provided and the anatomical structure on which the 
procedure is performed.  

35. Irreversible treatment that permanently alters the teeth or bite, including but not limited to removal of teeth, 
crowns, bridgework, dentures, implants and orthodontic appliances (braces).  This exclusion applies 
regardless of the medical necessity of or the underlying cause for the need for the treatment.  Exclusion from 
coverage is based on the type of service provided and the anatomical structure on which the procedure is 
performed. 

36. Treatment, services or supplies for, or related to  

a. disorders of refraction or accommodation that are correctable by eyeglasses or contact lenses; 

b. determining the need for or the proper adjustment of glasses or contact lenses including but not limited to: 
lenses, frames, contact lenses, and other fabricated optical devices; eye examination or refractions; and 
professional treatment services or supplies for the fitting and/or supply of eyeglasses, contact lenses or 
other optical devices;  

c. surgical treatment of refractive errors including but not limited to laser vision corrections, radial 
keratotomies, corneal relaxation, keratophakia, keratomileusis, or any other procedure used to reshape the 
corneal curvature; and  

d. orthoptic and visual training or therapy.         

37. Educational services not specifically covered in Section VI - Covered Services.     
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38. Nursing services.  This includes:  

a. private duty nursing (both inpatient and outpatient); and  

b. incremental nursing charges in connection with inpatient hospital services. 

39. All food, formula and nutritional supplements.  This includes, but is not limited to, breast milk, infant formulas, 
enteral feeding and support, dietary formulas, protein or caloric boosting supplements, herbal preparations or 
supplements, liquid diets and vitamins.  This exclusion applies even if such items are approved by the Food 
and Drug Administration (FDA).  This exclusion does not apply to medical foods for treatment of PKU 
(phenylketonuria) for covered persons under the age of 19. 

40. For medications or drugs:  

a. that are available in the equivalent doses over-the-counter;   

b. that do not require a prescription by Federal or State law;  

c. refilled in excess of the number specified by the physician or any refill after one year from the physician's 
original order;  

d. labeled "Caution - Limited by Federal Law to Investigational Use," or experimental or investigational 
drugs;    

e. that are or may be properly received without charge under state, local or federal programs;   

f. in amounts or quantities in excess of Federal Drug Administration limits and/or indications; 

g. used to enhance the appearance or lifestyle of the covered person; 

h. that are anabolic steroids; 

i. for or leading to or after gender reassignment including but not limited to hormones; 

j. for treatment of fertility, infertility, artificial insemination, or fertilization methods; 

k. used or prescribed off label unless required by state law;  

l. that are a replacement or reimbursement for lost, stolen, forgotten or damaged medications; 

m. that are smoking cessation drugs in excess of a 90 day supply each calendar year for a maximum of 3 
calendar years; 

n. that are medical marijuana;  

o. prescribed to treat any illness or injury not covered by the policy;  

p. that are cosmetic drugs and medicines or health and beauty aids; 

q. that are vitamins or herbal supplements; or   

r. that are obtained from outside the United States or through an internet pharmacy or supplier. 

This exclusion applies even if these items are provided or prescribed by a physician. 

41. Transplant treatment, services or supplies related to: 

a. purchase of human organs for transplant; and  

b. mechanical or animal organs. 

42. Termination of pregnancy using abortion or other procedures; over the counter or prescription drugs; or other 
devices.   This includes any treatment, services or supplies related to (either before or after) the abortion.  This 
exclusion applies regardless of the medical necessity of or the underlying cause for the need to terminate the 
pregnancy.   

43. Treatment, services or supplies that do not meet generally accepted standards of practice in the United States 
medical community.  Treatment, services or supplies that are not provided in accordance with generally 
accepted medical practice and management currently used in the United States.  Treatment services or 
supplies that are not provided at the most appropriate level of medical care that is needed to provide safe, 
adequate and appropriate diagnosis or medical treatment.   

44. Treatment, services or supplies related to alternative allergy diagnosis or treatments.  This includes, but is not 
limited to, sublingual drops, systemic candidiasis or immunoaugmentive therapy. 
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45. Treatment, services or supplies related to alcohol abuse or drug abuse as described in the Diagnostic and 
Statistical Manual of Mental Disorders, fourth edition - revised (DSM-IV-R) or subsequent revision to DSM-IV-
R. 

46. Detoxification due to use of alcohol or drugs that is not treatment of chemical dependency. 

47. Treatment, services or supplies provided while held, detained or imprisoned in a local, state or federal penal or 
correctional institution or while in the custody of law-enforcement officials or as part of a judicial process.  This 
includes, but is not limited to, treatment, services, supplies, evaluations, testing or confinements:  

a. ordered by a court or law enforcement officers; 

b. required to file or respond to an action with a court; or 

c. required for or related to parole or probation.   

48. Treatment, services or supplies related to lifestyle issues that are not the result of an illness or injury. This 
includes, but is not limited to, treatment of compulsive gambling, marital counseling, goal oriented behavioral 
modification therapy, nicotine addiction and smoking cessation programs.    

49. Treatment, services or supplies for, or related to, charges for:   

a. failure to keep a scheduled visit;  

b. completion of any form;  

c. providing medical information or records;  

d. completing pre-certification or referral procedures;  

e. patient advocacy; or 

f. service fees, concierge fees, access charges or any other charge related to maintaining a doctor/patient 
relationship. 

50. Any treatment, services or supplies for, or related to, fetal tissue transplantation. 

51. Treatment, services or supplies for, or related to, gene therapy as a treatment for inherited or acquired 
disorders. 

52. Treatment, services or supplies for, or related to, growth hormone replacement therapy except for conditions 
that meet medical necessity criteria. 

53. Treatment, services or supplies for, or related to, internal, external, or implantable hearing aids or devices, and 
related fitting or adjustment.  We do cover medically necessary cochlear implants and related fitting or 
adjustments.  This exclusion does not apply to hearing aids specifically covered in Section VI – Covered 
Services.   

54. Treatment, services or supplies that were not received from a covered provider. 

55. Treatment, services or supplies to remove or repair or modify:  

a. a birthmark;   

b. tattoo;  

c. body modification; or  

d. piercing.   

This exclusion does not apply to treatment by a physician for the medically necessary removal of a 
birthmark including "port-wine stains".   

56. The following charges in conjunction with an office visit or urgent care visit or emergency care visit: 

a. after hours charges or fees; 

b. overhead for facilities or equipment;  

c. holiday charges or fees; or 

d. house call charges or fees.   
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57. For durable medical equipment or prosthetic devices or orthotic devices: 

a. replacement or repair if the currently used item is damaged or destroyed by misuse, abuse or 
carelessness; lost; or stolen; 

b. duplicate or similar items to equipment or devices the covered person has; 

c. that have special features which are not medically necessary for the covered person's medical 
condition 

d. rental charges that exceed the reasonable and customary charges for the purchase of the equipment or 
device;   

e. that are communication aids or devices: equipment to create, replace or augment communication abilities 
including, but not limited to, hearing aids, fitting of hearing aids, speech processors, receivers, 
communication boards, or computer or electronic assisted communication; 

f. that are household furnishings or fixtures including, but not limited to, escalators or elevators, ramps, grab 
bars, railings, standing frames, wheelchair lifts, stair lifts, whirlpools, whirlpool tubs or equipment, 
swimming pools and saunas, air conditioners, air purifiers, humidifiers, dehumidifiers,  stair glides, 
Emergency Alert equipment, handrails, heat appliances, waterbeds, whirlpool baths, exercise and 
massage equipment; 

g. modifications to the structure of the home including, but not limited to, its wiring, plumbing or charges for 
installation of equipment;   

h. vehicle, car or van modifications including, but not limited to, hand brakes, hydraulic lifts and car carrier; 

i. rental equipment while the covered person's own equipment is being repaired.  However, we will provide 
coverage for one-month rental of medically necessary equipment or devices; 

j. replacement batteries.  Original batteries will be included for covered durable medical equipment or 
prosthetic devices; 

k. equipment or devices that are primarily and customarily used for a nonmedical purpose or used for 
environmental control or enhancement (whether or not ordered by a physician).   This includes, but is not 
limited to, exercise bikes, air purifiers, air conditioners, humidifiers, dehumidifiers, water purifiers, 
hypoallergenic mattresses, underpads, bed tables, tub bench, bedpans, personal computers and related 
equipment, breast pumps, bed wetting alarms, and home blood pressure kits;  

l. that are appliances for snoring;  

m. that are uterine monitors during pregnancy prescribed for home use;  

n. that are designed to affect performance in sports related activities;  

o. that are oral or dental appliances;  

p. orthotic devices that are not custom fitted to the covered person;  

q. that are penile prosthesis required for psychological impotence; or 

r. other equipment or devices that we determine are not eligible for coverage. 

58. Treatment, service or supplies for weight control or reduction.  This includes, but is not limited to:  

a. nutritional supplements;  

b. prescription drugs or over the counter drugs or diet aids;  

c. dietary or nutritional counseling;  

d. individual or behavior modification therapy;  

e. body composition or underwater weighing procedures;  

f. exercise therapy;  

g. weight control or reduction programs; or  

h. any obesity surgery including but not limited to lap band, stomach stapling, gastric bubble, intestinal or 
stomach bypass, liposuction or suction lipectomy.   
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Additionally there is no coverage for removal of excess skin after weight loss regardless of how the weight was 
lost.   This exclusion applies even if the covered person has other health conditions that might be treated or 
relieved or cured by weight control or reduction.   

59. Chelation (metallic ion therapy), except in the treatment of heavy metal poisoning.   

60. Charges incurred outside the United States if: 

a. the covered person traveled to such location for the purpose of obtaining medical treatment, services, 
supplies, or prescription drugs; or 

b. the covered person obtained the medical treatment, services, supplies, or prescription drugs from 
outside the United States or through an internet pharmacy or supplier. 

61. Cryopreservation or cryostorage. 

62. Health club memberships. 

63. Home health care expenses are not payable for the following services or supplies: 

a. services or supplies that exceed the prescribed treatment plan; 

b. food, housing, and home delivered meals; 

c. homemaker services or supplies, such as light housekeeping, laundry, shopping, and simple errands; 

d. teaching household routines to well members of the family, supervision of children, and other similar 
functions; 

e. services or supplies provided by a close relative or someone who lives in the home; 

f. services or supplies provided by volunteer associations for which the covered person does not have to 
pay; 

g. services or supplies of visiting teachers, visitors, vocational guidance, and other counselors;  

h. services or supplies related to diversional, occupational, and social activities; or 

i. services or supplies provided as a substitute for a primary caregiver in the home or as relief (respite) for a 
primary caregiver in the home.  

64. Hospice care services do not include: 

a. private or special nursing services;  

b. an inpatient admission not required for pain control or other acute chronic symptom management; 

c. funeral arrangements; 

d. financial or legal counseling including estate planning or drafting of a will; 

e. homemaker or caretaker services including a sitter or companion services; 

f. house cleaning or household maintenance; 

g. services of a social worker, other than a licensed clinical social worker; 

h. services by volunteers or persons who do not regularly charge for their services; or 

i. services by a pastoral counselor not on staff at the hospice agency. 

65. Treatment, services or supplies related to any genetic testing or genetic screening or genetic counseling.   

66. Treatment, services or supplies for, or related to mammaplasty, gynecomastia, mastpexy, breast reduction, 
breast augmentation, breast reshaping, breast lift, breast enlargement or breast reconstruction.  This includes 
insertion, removal, replacement or revision of breast implants and revision of breast reconstruction.  This 
exclusion does not apply to breast reconstruction done as part of treatment related to mastectomy required to 
be covered by the Women’s Health and Cancer Rights Act.  This exclusion applies regardless of the medical 
necessity of or the underlying cause for surgery or other medical procedure.   

67. Treatment, services or supplies for or related to spinal unloading or non-surgical spinal decompression, 
including, but not limited to Vax D, disc decompression, vertebral axial decompression or intervertebral 
traction.   



GH 03 07 (01-12 ed.)                                Federated Mutual Insurance Company                                     10 of 10 

68. Treatment, services or supplies for or related to water circulating cold pads or compression systems; heating 
or cooling units; ice bags; heating pads; or cold therapy units.    

69. Manipulative therapy of the cervical spine. 

70. Treatment, services or supplies related to an illness or injury caused by the covered person’s: 

a. commission of or attempt to commit a felony; or 

b. engagement in an illegal occupation.   

71. Foot care except when needed for illness or injury.  This includes but is not limited to: 

a. hygienic or preventive maintenance foot care;  

b. treatment of flat feet;  

c. shock wave therapy to the feet; 

d. laser treatment of mycotic nails (nail fungus); and  

e. treatment of subluxation of the foot. 

72. Treatment, services or supplies for snoring except when provided for documented obstructive sleep apnea.   

73. The cost of prescription drugs in excess of the network cost of the drugs.   
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SECTION VIII - DEFINITIONS 
 
 
Words and phrases appearing in bold type in the policy have special meaning as set forth below. 

1. Active Work / Actively At Work   
means an employee is performing all of the duties of the job with an employer for a minimum of 30 hours per 
week.  An employee will be considered actively at work on: 

a. any scheduled work day he is performing his regular duties for the employer at the employer's place of 
business or a location where his employer requires him to travel;  

b. any day of a paid vacation; or 

c. any regularly scheduled non-working day, provided that the employee was at work on the last regular 
working day prior to that date. 

2. Activities of Daily Living 

include, but are not limited to: 

a. Bathing: the ability to wash in a tub, shower or by a sponge bath, with or without the aid of equipment. 

b. Dressing: the ability to put on and take off all garments usually worn, including any medically necessary 
orthotic devices or prosthetic devices, and to fasten and unfasten them. 

c. Eating: the ability to consume food by any means once it has been prepared and made available. 

d. Toileting: the ability to get to and from the toilet, get on and off the toilet and to maintain a reasonable level 
of personal hygiene, all with or without the aid of equipment. 

e. Transferring: the ability to move to and from a bed, chair or wheelchair with or without the aid of 
mechanical or support equipment. 

3. Admission  

means the acceptance of a patient into a hospital or other facility for inpatient care. 

4. Allowable Expense  

means a health care service or expense, including deductibles, coinsurance and copayments, that is 
covered at least in part by any of the plans covering the person. When a plan provides benefits in the form of 
services, the reasonable cash value of each service will be considered an allowable expense and a benefit 
paid. An expense or service that is not covered by any of the plans is not an allowable expense.  Any 
expense that a provider by law or in accordance with a contractual agreement is prohibited from charging a 
covered person is not an allowable expense.    

The following are examples of charges that are not allowable expenses: 

a. the difference between the cost of a semiprivate hospital room and a private hospital room is not an 
allowable expense, unless one of the plans provides coverage for private hospital room expenses;  

b. if a person is covered by two or more plans that compute their benefit payments on the basis of usual and 
customary fees or relative value schedule reimbursement or other similar reimbursement methodology, 
any amount in excess of the highest reimbursement amount for a specified benefit is not an allowable 
expense; 

c. if a person is covered by two or more plans that provide benefits or services on the basis of negotiated 
fees, any amount in excess of the highest of the negotiated fees is not an allowable expense; 

d. if a person is covered by one plan that calculates its benefits or services on the basis of usual and 
customary fees or relative value schedule reimbursement or other similar reimbursement methodology and 
by another plan that provides its benefits or services on the basis of negotiated fees, the primary plan's 
payment arrangement shall be the allowable expense for all plans. However, if the provider has 
contracted with the secondary plan to provide the benefit or service for a specific negotiated fee or 
payment amount that is different from the primary plan's payment arrangement and if the provider's 
contract permits, that negotiated fee or payment shall be the allowable expense used by the secondary 
plan to determine its benefits;   
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e. dental care, vision care, or hearing aids; or 

f. the amount of the reduction by the primary plan because a covered person has failed to comply with the 
plan provisions is not an allowable expense.  This includes but is not limited to second surgical opinions, 
pre-certification of admissions and preferred provider arrangements.   

5. Authorized representative 

means the person designated by a covered person to contact us regarding a grievance.  The designation 
must be in writing, specifically authorize contact with us regarding a grievance and be signed by the covered 
person. 

6. Beneficiary  

means the covered person's spouse, mother, father, child or children, brothers or sisters, or executor or 
administrator of the covered person's estate. 

7. Benefits  

means the amount payable for medically necessary treatments, services and supplies that qualify for 
coverage under the policy.  Deductibles, coinsurance, copayments and pre-certification penalties are 
subtracted from the covered expense to determine the benefits payable. 

8. Birthing Center 

means a licensed facility that allows covered persons to give birth in a home-like setting.   

9. Calendar Year  

means the period of time which begins at 12:01 a.m. Central Standard Time on January 1st and ends at 
midnight on the following December 31st.  When a person first becomes a covered person, the first calendar 
year begins on the effective date of coverage and ends the following December 31st. 

10. Chemical Dependency  

means a condition with physical or psychological symptoms produced by the habitual use of certain drugs or 
alcohol as described in the edition of the Diagnostic and Statistical Manual of Mental Disorders of the 
American Psychiatric Association that is most current at the time the chemical dependency is diagnosed.  
Chemical dependency does not include a diagnosis of alcohol abuse, drug abuse or chemical abuse. 

11. Chemical Dependency Treatment Facility  

means a facility that: 

a. mainly provides a program for diagnosis, evaluation, and effective treatment of chemical dependency; 
and 

b. is located in the covered person’s state of residence; and  

c. meets licensing standards; and 

d. prepares and maintains a written plan of treatment for each patient.  The plan must be based on medical, 
psychological and social needs.  It must be supervised by a physician; and 

e. provides, on the premises, 24 hours a day: 

i. detoxification services needed with its effective treatment program; and 

ii. infirmary-level medical services.  Also, it provides, or arranges with a hospital in the area for, any 
other medical services that may be required; and 

iii. supervision by a staff of physicians; and 

iv. skilled nursing care by nurses who are under the direct supervision of a full-time registered nurse. 

12. Close Relative  

means: 

a. spouse; 

b. covered person's  child, brother, sister, or parent; and/or 

c. covered person's spouse's child, brother, sister or parent. 
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13. Closed Panel Plan  

means a plan that provides health benefits to covered persons primarily in the form of services through a 
panel of providers that have contracted with or are employed by the plan, and that limits or excludes benefits 
for services provided by other providers, except in cases of emergency or referral by a panel member. 

14. COB  

means coordination of benefits. 

15. COBRA  

means those sections of the Consolidated Omnibus Budget Reconciliation Act of 1985 (P.L. 99-272), as 
amended, which regulate the conditions and manner under which an employer can offer continuation of group 
health insurance to covered persons whose coverage would otherwise terminate under the terms of the 
policy. 

16. Coinsurance  

See Schedule of Benefits.   

17. Congenital Defect 

means an illness, disorder, malformation or abnormality that was present from the moment of birth, or which 
has been diagnosed or treated during the growth and developmental process before five years of age.  A 
congenital defect is a condition that interferes with bodily functions.   

18. Copayment  

See Schedule of Benefits. 

19. Cosmetic Surgery 

means any surgery done primarily to improve or change the way one appears.  Cosmetic surgery does not 
primarily improve the way the body works or correct deformities resulting from illness or injury or congenital 
defect that do not cause functional impairment.  Cosmetic surgery includes surgery to treat a mental, 
emotional or personality disorder through changes in appearance or body form.  It does not include surgery 
that meets the definition of reconstructive surgery.   

20. Covered Employee   

means an employee who is eligible for coverage under the policy, has applied for coverage and for whom a 
premium is paid to us. 

21. Covered Expense  

means the reasonable and customary charge made by a provider for covered services.  A charge is 
considered to be made at the time a covered service is received by the covered person even if it was 
ordered at an earlier date. 

22. Covered person or Covered persons  

means an employee or dependent that is eligible for coverage under the policy, has applied for coverage 
and for whom a premium is paid to us. 

23. Covered Services  

means those medically necessary treatments, services, or supplies covered by the policy. 

24. Creditable Coverage  

means coverage a covered person had under any of the following: 

a. a group health plan; 

b. health insurance coverage for medical care under any hospital or medical service policy or HMO contract 
offered by a health insurance issuer; 

c. Medicare (Part A or B of Title XVIII of the Social Security Act); 

d. Medicaid (Title XIX of the Social Security Act); 

e. TRICARE (Title X U.S.C. Chapter 55); 



GH 03 08 (01-12 ed.)              Federated Mutual Insurance Company                                             4 of 15 

f. a medical care program of the Indian Health Service or of a tribal organization; 

g. a State health benefits risk pool; 

h. the Federal Employees Health Benefits Program; 

i. a public health plan established or maintained by a state, the U.S. Government, a foreign country or any 
political subdivision of a state, the U.S. Government or a foreign country that provides health coverage to 
individuals who are enrolled in the plan.   

j. a health benefit plan under Section 5(e) of the Peace Corps Act; 

k. an organized delivery system licensed by the director of public health;  

l. a short-term limited duration policy; or 

m. State Children's Health Insurance Program (Title XXI of the Social Security Act). 

25. Custodial Care or Custodial Services  

means any of the following: 

a. care provided when a covered person no longer requires the use of skilled nursing care, since the 
covered person's condition has improved or stabilized sufficiently; 

b. care which is primarily protective or intended to maintain a good level of personal hygiene and nutrition 
with help in the activities of daily living; 

c. care provided to covered persons who require long term institutional care in a minimal care facility (not 
requiring skilled nursing care); 

d. care creating conditions that are being controlled or supervised by structured behavioral modification 
programs or custodial milieu controlled environmental situations; 

e. the provision of room and board (with or without routine nursing care or training in activities of daily 
living) and supervisory care by a physician for a covered person who may or may not be mentally or 
physically disabled but whose care could have been adequately and safely provided on an outpatient 
basis;  

f. the provision of room and board (with or without routine nursing care or training in activities of daily 
living), and supervisory care by a physician for a covered person who may or may not be mentally or 
physically disabled and who is not under specific medical, surgical or psychiatric treatment which is likely 
to reduce the disability or enable the covered person to live outside an institution providing medical care; 
or 

g. care provided to meet the covered person’s personal needs or maintain a level of function as opposed to 
improving that function to allow for a more independent existence.  

26. Custodial Parent 

means a parent awarded custody by a court decree.  In the absence of a court decree, it is the parent with 
whom the child resides more than ½ of the calendar year without regard to any temporary visitation. 

27. Day Treatment 

means a partial confinement treatment program given to a covered person during the day.  There is no room 
charge made by the hospital or treatment facility.  A day treatment program must be located in the covered 
person’s state of residence and be for at least: 

a. 4 hours in a row during the day; and 

b. 5 days a week. 

28. Deductible 

         See Schedule of Benefits.  
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29. Dependent or Dependents 

means the following:   

a. the covered employee’s spouse;    

b. the covered employee's natural or legally adopted child (under age 26);   

c. a child (under age 26) for whom the covered employee or his spouse is the legal guardian;   

d. a step-child (under age 26) of the covered employee;   

e. a child (under age 26) covered under a valid qualified medical child support order (as the term is defined 
under Section 609 of the Employee Retirement Income Security Act (ERISA) and its implementing 
regulations) which is enforceable against a covered employee or the covered employee’s spouse; or   

f. a disabled dependent.  A disabled dependent is someone who: 

i. is a child under 29.b. or 29.c. or 29.d or 29.e above; and  

ii. is age 26 or older;  and 

iii. is “disabled” which means they are incapable of self-sustaining employment by reason of mental 
retardation, mental illness, or physical handicap; and   

iv. obtains the majority of his financial support from the covered employee or the covered employee’s 
spouse; and 

v. was “disabled” prior to age 26.   

Disability does not include pregnancy. At our request and our expense the covered employee must give 
us proof of the dependent’s disability. We reserve the right to periodically review the disability status of 
the dependent.  After the first two years, we will not review the disability more frequently than once every 
calendar year. 

A person who is a covered employee is not eligible as a dependent under any policy issued by us.  No one 
can be considered a dependent of more than one covered employee under any policy issued by us. If both 
spouses are covered as covered employees under any policy issued by us, only one spouse shall be 
considered to have any eligible dependents.    

30. Diabetes Education Program  

means a state-certified, outpatient education program.  The program helps any type of diabetic and his family 
understand the diabetes disease process, nutritional therapy and the daily management of diabetes. 

31. Direct Supervision 

means the supervising person is physically present and immediately available through the same office more 
than 50% of each day when the supervised person is providing services.   

32. Disabled or Disability 

a. An employee will be considered disabled if because of an illness or injury: 

i. he is unable to perform the basic duties of his occupation; and 

ii. he is not performing any work or engaging in any other occupation for wage or profit; and 

iii. he is under the regular care of his physician. 

b. A dependent will be considered disabled if because of an illness or injury: 

i. he is unable to engage in the normal activities of a person of the same age, sex and ability; and 

ii. he is under the regular care of his physician; and  

iii. in the case of a dependent who normally works for wage or profit: 

(1) he is not performing such work; and  

(2) he is unable to perform the basic duties of his occupation. 
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33. Durable Medical Equipment 

means equipment that is: 

a. designed for and able to withstand repeated use; and 

b. primarily and customarily used to serve a medical purpose; and 

c. generally is not useful in the absence of an illness or injury; and 

d. suitable for use at home. 

34. Emergency Admission 

means one where the physician admits the covered person to the hospital right after the sudden and, at that 
time, unexpected onset of a change in the covered person's physical or mental condition: 

a. which requires immediate confinement as an inpatient; and 

b. if immediate inpatient care was not given, could reasonably be expected to result in an emergency 
condition. 

35. Emergency Care 

means the treatment given to evaluate and treat emergency conditions or illness or injury in an emergency 
room or emergency facility.   

36. Emergency Care Visit 

means an examination by a physician in an emergency room or emergency facility that includes: 

a. history; 

b. examination; 

c. medical decision making; and 

d. coordination of care. 

Emergency care visit does not include examination by a physician for mental illness or chemical 
dependency.     

37. Emergency Condition 

means a recent and severe medical condition, including, but not limited to, severe pain, which would lead a 
prudent layperson possessing an average knowledge of medicine and health, to believe that his condition, 
illness or injury is of such a nature that failure to get immediate medical care could result in: 

a. placing the person's health in serious jeopardy;  

b. serious impairment to bodily function;  

c. serious dysfunction of a body part or organ; or 

d. in the case of a pregnant woman, serious jeopardy to the health of the fetus. 

38. Employee  

means someone who is actively at work in an employer's business.  Employee does not include owners, 
shareholders or officers of the business who are not actively at work in the business.  The employee must be 
reasonably compensated and his employer must report his earnings as required for Social Security.  
Temporary employees, consultants, advisors and other similar individuals do not qualify as employees. 

39. Employer   

means an employer who, in order to provide group health coverage to eligible employees, purchased the 
policy or participates in a multiple employer trust that purchased the policy. 

40. Enrollment Date 

means the date a covered person's coverage under the policy is effective, or, if earlier, the first day of the 
waiting period for such enrollment.  For a late enrollee or anyone who enrolls during a special enrollment 
period, enrollment date means the effective date of coverage under the policy. 
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41. Experimental or Investigational  

means a drug, device, medical treatment or procedure which: 

a. cannot be lawfully marketed without the approval of the Food and Drug Administration (FDA) or other 
governmental agency and such approval has not been granted at the time of its use or proposed use;  

b. is the subject of a current investigational new drug or new device application on file with the FDA;  

c. is being provided pursuant to: 

i. a Phase I or Phase II clinical trial or as the experimental or research arm of a Phase III clinical trial; or 

ii. a written protocol which describes among its objectives, determinations of safety, toxicity, 
effectiveness, or effectiveness in comparison to conventional alternatives;  

d. is being delivered, or should be delivered subject to the approval and supervision of an Institutional Review 
Board (IRB) as required and defined by federal regulations particularly those of the FDA or the Department 
of Health and Human Services (HHS);  

e. in the predominant opinion among experts: 

i. as expressed in the published, authoritative literature, is substantially confined to use in research 
settings;  

ii. is subject to further research in order to define safety, toxicity,  effectiveness, or effectiveness 
compared with conventional alternatives; or 

iii. is experimental, investigational, unproven or is not a generally acceptable medical practice;  

f. is not a covered service under Medicare because it is considered investigational or experimental as 
determined by the Department of Health and Human Services; or 

g. is provided concurrent with treatment, procedure, device or drug which is experimental, investigational, 
unproven treatment; or 

h. has not been performed at least ten (10) times and reported on in United States peer review medical 
literature. 

42. Facility Fee 

means the charge (other than room and board) made by an institutional health care provider for use of their 
premises that is in addition to the professional fee charged by the physician.    

43. Grievance  

means any dissatisfaction with the administration or claims practices of or provision of service by us which is 
expressed in writing by or on behalf of a covered person. 

44. Health Status Related Factor  

means any of the following: 

a. health status; 

b. medical condition (including both a physical and mental condition); 

c. claims experience; 

d. receipt of health care; 

e. medical history; 

f. genetic information; 

g. evidence of insurability (including conditions arising out of acts of domestic violence); or 

h. disability. 

45. Home Health Care Agency 

means an entity that: 

a. provides skilled nursing care and other therapeutic services; and 

b. is associated with a professional group having at least one physician and one nurse; and 
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c. has full time supervision by a physician or nurse; and 

d. keeps complete medical records on each patient; and 

e. has a full time administrator; and 

f. meets licensing standards for the state where it operates. 

46. Home Health Care 

means services provided to a covered person in his home by a home health care agency under a plan of 
care approved in writing by us before services begin.    

47. Hospice Agency 

means an entity that provides medical services and counseling to a terminally ill person.  The entity must meet 
all of the following tests: 

a. it has obtained any required state or governmental Certificate of Need approval; 

b. it provides service 24 hours a day, 7 days a week; 

c. it is under the direct supervision of a physician; 

d. it is an agency that has as its primary purpose the provision of hospice services; 

e. it has a full-time administrator; 

f. it maintains written records of services provided to the covered person; and 

g. it is licensed as a hospice, if licensing is required by the state where it operates. 

48. Hospital 

means a facility that: 

a. is duly licensed as a hospital and operating within the scope of such license under the laws of the 
governing jurisdiction; and 

b. it is not a nursing facility; and 

c. it is not, other than incidentally:  

i. a place for custodial care;  

ii. a place for the aged;  

iii. a place of rest; or  

iv. a nursing home, a hotel, or a similar facility. 

49. Illness or Injury  

means any bodily disorder, disease, mental illness or bodily injury.  This includes pregnancy. 

50. Incremental Nursing 

means charges for nursing services in addition to the normal nursing charge associated with inpatient room 
and board charges.  

51. Inpatient  

means that the treatment, services or supplies are furnished to a covered person while the covered person 
is confined in a hospital or other facility as a registered bed patient.  Any confinement for observation that 
exceeds 24 hours is considered to be inpatient. 

52. Intensive Care Unit 

means a special room or area in a hospital which includes:  

a. beds in a distinctly identifiable unit that are used only for critically ill or injured patients;  

b. a separate nursing staff; and 

c. special supplies and equipment needed to care for critically ill or injured patients.  

Medically necessary isolation rooms will be considered part of an intensive care unit. 
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53. Late Enrollee 

means a person who applies for coverage under the policy other than: 

a. when he is first eligible; or 

b. during a special enrollment period. 

54. Legal Guardian 

means the person appointed by a court of competent jurisdiction who has been granted sole authority to 
provide for the medical care of another. We may demand production of legal orders or other documents 
sufficient to establish proof of legal guardianship. 

55. Lifetime Maximum  

means the total benefit payable by us during the covered person's lifetime through coverage provided by the 
employee’s current employer.  The lifetime maximum does not include amounts that are the covered 
person's responsibility such as deductibles, coinsurance, copayments, pre-certification penalties, and 
other amounts.  Exceeding the lifetime maximum does not trigger any conversion or continuation right under 
the policy. 

56. Maintenance Care  

means treatment, services or supplies that are provided solely to keep the covered person's condition at the 
level to which it has been restored, even if the covered person is in a hospital or other facility.  Maintenance 
care includes treatment, services or supplies provided to: 

a. maintain a level of functioning;  

b. prevent disease;  

c. promote health; 

d. enhance the quality of life; 

e. prevent deterioration of a chronic condition; or 

f. prevent medical problems from occurring or recurring.   

57. Manipulative Therapy   

means treatment, services or supplies to detect and correct, by manual or mechanical means, a structural 
distortion of the body in order to remove nerve interference and its effects.  Such interference must be the 
result of or be related to a distortion of the spinal column or the musclo-skeletal structure of the body.  This 
includes but is not limited to dislocations and subluxations of the vertebrae.   

58. Medical Supplies 

means supplies that are: 

a. primarily and customarily used to serve a medical purpose; and 

b. generally is not useful in the absence of an illness or injury; and  

c. prescribed by a physician.  

This includes but is not limited to casts, splints, braces, trusses, support stockings, slings, syringes, ostomy 
supplies (pouches,face plates, belts, irrigation sleeves, bags and skin barriers), catheters, burn garments and 
surgical dressings.  It does not include common first aid supplies.   

59. Medically Necessary / Medical Necessity 

         means a treatment, service or supply that we determine to be: 

a. Necessary for the diagnosis or the direct care and treatment of the illness or injury; and 

b. In accordance with generally accepted medical practice and management currently used in the United 
States; and 

c. The most appropriate level of medical care that is needed to provide safe, adequate and appropriate 
diagnosis or medical treatment; and 

d. Not for convenience purposes; and 
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e. Not experimental or investigational; and 

f. Not for maintenance care. 

The fact that a physician prescribes, orders, recommends or approves the care, the level of care or the length 
of time care is to be received, does not make the treatment services or supplies medically necessary.    

60. MEDICAID 

means a state program of medical aid for needy persons established under Title XIX of the Social Security Act 
of 1965 as amended. 

61. MEDICARE  

means the program established by Title XVIII of the Social Security Act of 1965 as amended. 

62. Mental Illness 

 means a condition that manifests symptoms for which the primary treatment is psychotherapy or   
psychotherapeutic methods or psychotropic medication, regardless of any underlying physical cause.  

In determining whether or not a particular condition is a mental illness, we may refer to the edition of the 
Diagnostic and Statistical Manual of Mental Disorders of the American Psychiatric Association that is most 
current at the time the mental illness is diagnosed.  Alcoholism, drug addiction or chemical dependency are 
not considered mental illness. 

63. Month 

means the period starting at 12:01 a.m. Central Standard Time on the 1st day of a given calendar month and 
ending at midnight on the last day of the calendar month.  

64. Network Provider 

means   

a. for Prescription Drugs (Section VI – Covered Services, item 24) network provider includes only the 
prescription drug card program and specialty drug program.  Network provider does not include any other 
provider or network of providers with which we contract for other services;   

b. for Transplant Services (Section VI – Covered Services, item 32), network provider includes a 
physician, hospital or other provider that is currently a participating member of a network of transplant 
providers (regardless of other network affiliation) who have agreed with us to provide transplant services 
to  covered persons at a negotiated rate; 

c. for Dialysis Services (Section VI – Covered Services, item 8), network provider includes a physician, 
hospital or other provider that is currently a participating member of a network of dialysis providers 
(regardless of other network affiliation) who have agreed with us to provide dialysis services to  covered 
persons at a negotiated rate; 

d. for Diagnostic Services - Radiology (Section VI – Covered Services, item 7), network provider includes 
a physician, hospital or other provider that is currently a participating member of a network of radiology 
providers (regardless of other network affiliation) who have agreed with us to provide radiology services 
to  covered persons at a negotiated rate; and 

e. for covered services not listed above network provider is a physician, hospital or other provider that 
is currently a participating member of a network of providers who have agreed with us to provide services 
to covered persons at a negotiated rate. 

65. Never Events 

means  

a. surgery or other invasive procedure performed on the wrong site; 

b. surgery or other invasive procedure performed on the wrong patient; 

c. wrong surgical procedure or other invasive procedure performed on a covered person; 

d. unintended retention of a foreign object in a covered person after surgery or other invasive procedure; 

e. intraoperative or immediately postoperative/postprocedure death in a ASA Class 1 patient (normal health 
patient); 
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f. death or serious injury associated with the use of contaminated drugs, devices, or biologics provided by 
the healthcare setting; 

g. death or serious injury associated with the use or function of a device in patient care, in which the device is 
used or functions other than as intended; 

h. death or serious injury associated with intravascular air embolism that occurs while being cared for in a 
healthcare setting; 

i. discharge or release of a covered person of any age, who is unable to make decisions, to other than an 
authorized person; 

j. death or serious injury associated with the covered person’s elopement (disappearance); 

k. suicide, or attempted suicide, while being cared for in a healthcare setting; 

l. death or serious injury associated with a medication error; 

m. death or serious injury associated with unsafe administration of blood products; 

n. maternal death or serious injury associated with labor or delivery in a low-risk pregnancy while being cared 
for in a healthcare setting; 

o. death or serious injury associated with a fall during or after being cared for and prior to leaving the grounds 
of a healthcare setting; 

p. any Stage 3, Stage 4, and unstageable pressure ulcers acquired after admission/presentation to a 
healthcare setting; 

q. artificial insemination with the wrong donor sperm or wrong egg; 

r. death or serious injury resulting from the irretrievable loss of biological specimen; 

s. death or serious injury resulting from failure to follow up or communicate clinical information; 

t. death or serious injury associated with an electric shock in the course of a patient care process in a 
healthcare setting; 

u. any incident in which systems designated for oxygen or other gas to be delivered to a patient contains no 
gas, the wrong gas, or is contaminated by toxic substances; 

v. death or serious injury associated with a burn incurred from any source in the course of a patient care 
process in a healthcare setting; 

w. death or serious injury associated with the use of physical restraints or bedrails while being care for in a 
healthcare setting; 

x. death or serious injury of a covered person associated with the introduction of a metallic object into the 
MRI area; and 

y. any instance of care ordered by or provided by someone impersonating a physician, nurse, pharmacist, 
or other licensed healthcare provider. 

66. Non-Network Provider 

means a  

a. provider that is not a network provider.   

b. for prescription drugs, non-network provider means any provider (regardless of other network 
affiliation) other than the prescription drug card program or specialty drug program.   

67. Nurse Midwife  

means a person who:  

a. is licensed to practice as a nurse midwife; and 

b. is practicing within the scope of the license in his state.  
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68. Nursing Facility  

means a facility: 

a. that is duly licensed as a nursing facility or a skilled nursing facility;  and  

b. is operating within the scope of such license under the laws of the state where it operates. 

69. Occupational Therapy  

means constructive therapeutic activity designed or adapted to promote the restoration of useful physical 
function lost or impaired as a result of illness or injury.  It includes relearning daily living skills or 
compensatory techniques.  Occupational therapy does not include educational training or other services 
designed or adapted to develop a physical function and testing or training related to learning disabilities or 
developmental delays or delayed motor development.    

70. Office Visit  

means an examination by a physician in his office or an urgent care center that includes: 

a. history; 

b. examination; 

c. medical decision making; and 

d. coordination of care. 

Office visit does not include examination by a physician for mental illness or chemical dependency.  
Office visit does not include facility fees.   

71. Orthotic Device 

means rigid and semi-rigid appliances and devices commonly used to support a weak or deformed body part 
or to restrict or eliminate motion in a diseased or injured part of the body.  Orthotic devices do not include 
shoes, elastic stockings, elastic bandages, garter belts, arch supports, orthodontic devices, or other similar 
items. Orthotic devices include individualized custom fabricated shoe inserts. 

72. Outpatient 

means that the treatment and services or supplies are furnished to a covered person while the covered 
person is not confined in a hospital or facility as a registered bed patient. 

73. Out-of-pocket Maximum  

See Schedule of Benefits.  

74. Physical Therapy  

means the treatment of illness or injury by physical means which is designed or adapted to promote the 
restoration of a useful physical function.  Physical therapy does not include educational training or other 
services designed or adapted to develop a physical function and testing or training related to learning 
disabilities or developmental delays or delayed motor development.   

75. Physician  
means a licensed medical doctor.  For mental illness services, physician includes a licensed psychologist.  
When we are required by law to cover the services of any other licensed medical professional under the 
policy, a physician also includes such other licensed medical professional who: 

a. is acting within the lawful scope of his license; and  

b. performs a service that is covered by the policy. 

76. Plan  

means any of the following that provides benefits or services for medical or dental care or treatment.  However, 
if separate contracts are used to provide coordinated coverage for members of a group, the separate contracts 
are considered parts of the same plan and there is no COB among those separate contracts.   

 

 

 



GH 03 08 (01-12 ed.)              Federated Mutual Insurance Company                                             13 of 15 

a. Plan includes: group and nongroup insurance contracts, health maintenance organization (HMO) 
contracts, closed panel or other forms of group or group-type coverage (whether insured or uninsured); 
medical care components of long-term care contracts, such as skilled nursing care; medical benefits 
under group or individual automobile contracts; and Medicare or other federal governmental benefits, as 
permitted by law. 

b. Plan does not include: hospital indemnity coverage or other fixed indemnity coverage; accident-only 
coverage; specified disease or specified accident coverage; limited benefit health coverage, as defined by 
state law; school accident type coverage, benefits for non-medical components of long-term care policies; 
Medicare supplement policies, Medicaid policies and coverage under other federal governmental plans, 
unless permitted by law. 

Each contract for coverage under a. or b. is a separate plan.  If a plan has two parts and COB rules apply only 
to one of the two, each of the parts is treated as a separate plan. 

77. Policy  

means policy forms, amendments and riders that constitute the agreement regarding the benefits,  exclusions 
and other conditions. 

78. Pre-existing Condition  

means an illness or injury or related condition for which medical advice, diagnosis, care or treatment was 
recommended by a physician or received within the 6 consecutive months ending on the enrollment date. 

79. Prescription Drug  

means a drug, or a compound containing a drug, which under state or federal law may be dispensed only on 
the prescription of a physician.  The term prescription drug also includes a placebo and injectable insulin.  

80. Prosthetic Device or Prostheses 

means a device which replaces all or part of an absent body part (including contiguous tissue).  It also includes 
a device which replaces all or part of the function of a permanently inoperative or malfunctioning body organ. 

81. Provider 

A physician, hospital, nursing facility, treatment facility, pharmacy or other health care facility or 
practitioner, properly licensed, certified or otherwise authorized pursuant to the law of jurisdiction in which care 
or treatment is received. 

82. Reasonable and Customary Charges 

means the “most common charge” for similar services, drugs, procedures, devices, supplies or treatment 
within the “geographic area” in which the charge is incurred, so long as those charges are reasonable.   

a. The "most common charge" means the lesser of: 

i. the actual amount charged by the provider;  

ii. the negotiated rate; or 

iii. the charge which would have been made by other providers for comparable services, drugs, 
procedures, devices, supplies or treatment in the same geographic area, as reasonably determined by 
us for the same services, drugs, procedures, devices, supplies or treatment. 

b. For prescription drugs the "most common charge" is the lesser of: 

i. the actual amount charged by the provider;  

ii. the negotiated rate; or 

iii. the average wholesale price from a nationally recognized pharmaceutical pricing guide. 

c. “Geographic area” means: 

i. The three digit zip code in which the services, drugs, procedures, devices, supplies or treatment are 
provided; or 

ii. A greater area if necessary, to obtain a representative cross-section of charges for like services, 
drugs, procedures, devices, supplies or treatment. 
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d. In determining whether a charge is reasonable, we may consider such factors as we, in the reasonable 
exercise of our discretion, determine are appropriate, including but not limited to: 

i. The complexity of the service, drug, procedure, device, supply or treatment involved; or 

ii. The degree of professional skill, experience and training required for a physician to perform the 
procedure or service;  

iii. The severity or nature of the illness or injury being treated;  

iv. The provider's adherence or failure to adhere to charging and practices generally accepted by an 
established United States medical society as determined by us; or 

v. The cost to the provider of providing the service or supplies, or performing the procedure. 

83. Reconstructive Surgery  

means surgery that primarily restores bodily function or corrects deformity that causes functional impairment.  
This surgery is needed as a result of illness or injury, congenital defects, or previous therapeutic 
processes.  Reconstructive surgery would not be considered cosmetic surgery. 

84. Residential Treatment Facility 

means a residential or non-residential facility or program licensed, certified or otherwise authorized to provide 
treatment of chemical dependency located in the covered person's state of residence. 

85. Schedule 

means the Schedule of Benefits attached to the policy. 

86. Serious Mental Illness or Biologically Based Mental Illness 

means:  

a. schizophrenia;  

b. schizo-affective disorder;  

c. bipolar disorder;  

d. obsessive-compulsive disorder; 

e. panic disorder;  

f. major depressive disorder;  

g. pervasive developmental disorders; or 

h. autistic spectrum disorders.   

87. Skilled Nursing Care or Skilled Nursing Services 

means care or services provided by licensed nurses under the direct supervision of a registered nurse or 
physician. 

88. Sound Natural Teeth 

means a covered person’s own tooth restored to function.   This includes teeth with fillings or crowns but 
does not include bridgework or dentures.  

89. Speech Therapy  

means the treatment for the restoration of speech lost or impaired as a result of illness or injury, congenital 
defects or previous therapeutic processes and which is designed and adapted to promote the restoration of a 
useful physical function.  Speech therapy does not include educational training or other services designed or 
adapted to develop a physical function and testing or training related to learning disabilities or developmental 
delays or delayed motor development. 

90. Spouse 

means a person legally married to a covered person.  
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91. Surgery or Surgical or Surgical Procedure 

means procedures listed as surgery in the edition of the American Medical Association Current Procedural 
Terminology (CPT) book most current at the time of the surgery.  This includes but is not limited to cutting into 
the skin, repairing wounds (stitches), repair and casting of broken bones, removal of skin lesions and warts, 
nerve block injections and injections into a joint. 

92. Urgent Care  

means treatment, services or supplies received at a facility that meets professionally recognized standards as 
follows: 

a. it mainly provides urgent or emergency medical treatment for acute conditions; 

b. it does not provide services or accommodations for overnight stays; 

c. it has on duty at all times a physician trained in emergency medicine and nurses and other supporting 
personnel who are specially trained; 

d. it has x-ray and laboratory diagnostic facilities, emergency equipment, trays, and supplies for use in life 
threatening events;  

e. it complies with all licensing and other legal requirements; and 

f. it is not an emergency room. 

93. Waiting Period 

means the period of time that must pass before an employee or dependent is eligible for coverage under the 
policy. 

94. Workers’ Compensation 

means insurance benefits mandated under state Workers’ Compensation laws. 
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SECTION IX - GRIEVANCE AND APPEAL PROCEDURES 

Words and phrases appearing in bold type have special meaning as set forth in Section VIII – Definitions. . 

1. SUBMISSION OF GRIEVANCES 

Initial grievances based on our utilization review organization’s (named on the back of the identification card 
provided to covered persons) denial of a pre-certification request under Section I – General Provisions, 16. 
Pre-Certification Requirements should be submitted to the utilization review organization as directed in their 
non-certification letter.   

All other initial grievances should be submitted to the [Medical Benefits & Services Appeals Department] at:  

[Medical Benefits & Services Appeals] 
[Federated Mutual Insurance Company] 
[P.O. Box 328] 
[Owatonna, MN 55060] 

After that review is completed, a second level grievance can be submitted to our [Medical Benefits & Services 
Appeals Department].  A covered person can also contact the local U.S. Department of Labor Office or 
insurance regulator in their state to submit a grievance or complaint.   

A covered person can appoint an authorized representative to act on his behalf in pursuing a grievance.  
Except for a grievance related to an emergency condition, the appointment of an authorized 
representative for handling grievances must be in writing and signed by the covered person.  An 
assignment of benefits to a provider is not appointment of an authorized representative for grievances.  

Initial grievances must be submitted within 180 calendar days of the event giving rise to the grievance.  The 
event giving rise to the grievance can be a notice of benefit determination, a notice of rescission of coverage, 
an administrative action by us or the provision of another service by us.  For a grievance related to a notice of 
benefit determination or a notice of rescission of coverage, the date of the event is printed on the notice.  For 
a grievance related to an administrative action by us, the date of the event is the date we took the 
administration action.  For a grievance related to the provision of another service by us, the date of the event 
is the date we provided the service.   

Second level grievances must be submitted within 60 calendar days of the date printed on the written notice 
of the initial grievance decision.    

2. INITIAL GRIEVANCE PROCEDURE 

When an initial grievance is received by our utilization review organization regarding treatment, services or 
supplies requiring pre-certification or the [Medical Benefits & Services Appeals Department] regarding all non-
pre-certification issues, the following procedure will be used. 

a. Written acknowledgment of the grievance will be sent to the covered person and/or the authorized 
representative within 3 business days.  This shall include the name, address and phone number of the 
person handling the grievance and information on how to submit additional written material. 

b. The person reviewing the grievance will not be the same person who initially reviewed the claim.   

c. If the issue is clinical, the reviewer will consult a physician who was not involved in the initial review of the 
matter 

d. The covered person will be provided with copies of any new or additional evidence or rationale 
considered, relied upon, or generated by us, prior to receiving a determination based upon new or 
additional evidence or rationale.  

e. An investigation will be completed and a decision made within 15 calendar days for a pre-service claim 
and within 30 calendar days of a post-service claim.   

f. Written notice of the decision will be sent to the covered person and/or the authorized representative.  
That notice shall include: 

i. the specific reason for the utilization review organization’s or our decision; 

ii. the specific policy provisions applicable to the grievance; 

iii. any internal guidelines used in making the decision; 
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iv. if the decision is based on medical necessity or the treatment being experimental or 
investigational, notice that the clinical basis for the decision will be provided on request; 

v. information on how to obtain copies of documents the utilization review organization or we have on the 
grievance; 

vi. information on how to file a second level grievance and the right to sue after internal grievance 
procedures are completed by us; 

vii. the following statement: "You and your plan may have other voluntary alternative dispute resolution 
options, such as mediation.  One way to find out what may be available is to contact your local U.S. 
Department of Labor Office and your state insurance regulatory agency."; 

viii. in states where the covered person has a right to review by the state regulatory agency, information 
on how to obtain that review; or 

ix. information on the right to external review by an independent review organization. 

3. SECOND LEVEL GRIEVANCE PROCEDURE 

A second level grievance on any matter is initiated by sending a request for review to: 

[Medical Benefits & Services Appeals] 
[Federated Mutual Insurance Company] 
[P.O. Box 328] 
[Owatonna, MN 55060] 

Or calling [507-455-5200 or 800-533-0472] and asking for the [Medical Benefits & Services Appeals 
Department].  

Our [Medical Benefits & Services Appeals Department] will complete this review.  

When a second level grievance is received by our [Medical Benefits & Services Appeals Department], the 
following procedure will be used. 

a. Written acknowledgment of the grievance will be sent to the covered person and/or the authorized 
representative within 3 business days.  This shall include the name, address and phone number of the 
person handling the grievance and information on how to submit written material. 

b. The person reviewing the grievance will not be the same person who initially reviewed the claim.   

c. If the issue is clinical, we will consult a physician who has not previously reviewed the claim. 

d. The covered person will be provided with copies of any new or additional evidence or rationale 
considered, relied upon, or generated by us, prior to receiving a determination based upon new or 
additional evidence or rationale.  

e. An investigation will be completed and a decision made within 15 calendar days for a pre-service claim 
and within 30 calendar days for a post-service claim.   

f. Written notice of the decision will be sent to the covered person and/or the authorized representative.  
That notice shall include: 

i. the specific reason for our decision; 

ii. the specific policy provisions applicable to the grievance; 

iii. any internal guidelines used in making the decision; 

iv. if the decision is based on medical necessity or the treatment being experimental or 
investigational, notice that the clinical basis for the decision will be provided on request; 

v. information on how to obtain copies of documents we have on the grievance; 

vi. information on the right to sue after internal grievance procedures are completed by us; 

vii. the following statement: "You and your plan may have other voluntary alternative dispute resolution 
options, such as mediation.  One way to find out what may be available is to contact your local U.S. 
Department of Labor Office and your state insurance regulatory agency."; 

viii. in states where the covered person has a right to review by the state regulatory agency, information 
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on how to obtain that review; or 

ix. information on the right to external review by an independent review organization. 

4. EXPEDITED GRIEVANCE REVIEW 

If the grievance relates to an emergency condition, an expedited review can be requested.  A covered 
person, authorized representative or provider on behalf of a covered person can request expedited 
review. 

If the covered person, authorized representative or provider requests an expedited review, an initial 
determination will be made within 72 hours of the request.  Within 3 business days of the initial determination, 
the covered person, authorized representative or provider may request further review by us.  If further 
review by us is requested, the final determination will be made within 30 calendar days. The initial 
determination and final determination on an expedited grievance may be made orally but will be followed up in 
writing within 3 business days. 

5. EXTERNAL REVIEW PROCEDURES 

a. Standard External Review Procedures  

The covered person has a right to request an external review of an “adverse determination” or “final 
adverse determination” by an Independent Review Organization (IRO) approved by the Arkansas 
Insurance Commissioner.  

i. The external review is only available after the completion of our internal grievance procedure unless: 

(1) the covered person has filed an appeal involving an “adverse determination”  and has not 
received a written determination within 30 calendar days of our receipt of a pre-service claim or 
within 60 calendar days of our receipt of a post-service claim and the covered person has not 
consented to the delay;  

(2) we and the covered person agree to waive our grievance procedure; or 

(3) the IRO agrees to waive our grievance procedure because the covered person's health 
condition would be jeopardized by requiring use of our grievance procedure.   

ii. To request an external review, the covered person and/or the authorized representative must send 
a written or electronic request for external review to us at the following address: 

               [Medical Benefits & Services Appeals] 
               [Federated Mutual Insurance Company] 
               [PO Box 328] 
               [Owatonna, MN 55060] 
               [Fax: 507-446-4723] 
               [E-mail: healthappeals@fedins.com] 

iii. External review must be requested within 60 calendar days after the covered person or their 
authorized representative’s receipt of an “adverse determination” or “final adverse determination.”  

iv. The covered person or their authorized representative must complete an authorization form 
allowing us to disclose the covered person’s protected health information, including medical records 
that are pertinent to the external review. 

v. We will assign an IRO approved by the Arkansas Insurance Commissioner. 

vi. Within 5 business days after receiving the request for external review, the IRO will notify us, the 
covered person and the covered person’s treating health care professional in writing whether or not 
the request is complete and has been accepted for external review. 

vii. If the external review is accepted, the IRO will request that we and the covered person or their 
authorized representative submit any additional information and supporting documentation within 7 
business days for the IRO to consider during the review. 

viii. Within 45 calendar days of receipt of the request for external review, the IRO will issue written notice 
of its decision to uphold, reverse, or partially uphold our “adverse determination” or “final adverse 
determination.” 
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b. Expedited External Review Procedures 

The covered person has a right to request an expedited external review of an “adverse determination” or 
“final adverse determination” by an Independent Review Organization (IRO) approved by the Arkansas 
Insurance Commissioner.  

i. Following receipt of an “adverse determination” a request for an expedited external review may be filed 
at the same time the covered person or their authorized representative files a request for an 
expedited internal grievance review if: 

(1) the covered person has a medical condition where the timeframe to complete an internal 
expedited grievance review would seriously jeopardized the life or health of the covered person 
or would jeopardize the covered person’s ability to regain maximum function; or  

(2) the “adverse determination” involves a denial of coverage based on a determination that the 
recommended or requested health care service or treatment is experimental or investigational 
and the covered person’s treating physician certifies in writing and supports such certification 
reasoning, rationale, or evidence that the recommended or requested health care service or 
treatment would be significantly less effective if not promptly initiated. 

(3) the IRO conducting the external review will determine whether the covered person or their 
authorized representative will be required to complete our internal expedited grievance review 
prior to the IRO conducting the external review.  

ii. Following receipt of a “final adverse determination” a request for an expedited external review may be 
filed if: 

(1) the covered person has a medical condition where the timeframe to complete an internal 
expedited grievance review would seriously jeopardized the life or health of the covered person 
or would jeopardize the covered person’s ability to regain maximum function; or  

(2) the “final adverse determination” concerns an admission, availability of care, continued stay or 
health care service for which the covered person received emergency services, but has not been 
discharged from a facility; or 

(3) the “final adverse determination” involves a denial of coverage based on a determination that the 
recommended or requested health care service or treatment is experimental or investigational, 
and the covered person’s treating physician certifies in writing and supports such certification 
reasoning, rationale, or evidence that the recommended or requested health care service or 
treatment would be significantly less effective if not promptly initiated. 

iii. To request an expedited external review, the covered person and/or the authorized representative 
must send a written or electronic request for external review to us at the following address: 

[Medical Benefits & Services Appeals] 
[Federated Mutual Insurance Company] 
[PO Box 328] 
[Owatonna, MN 55060] 
[Fax: 507-446-4723] 
[E-mail: healthappeals@fedins.com] 

iv. Expedited external review must be requested at the time the covered person or their authorized 
representative receives an “adverse determination” or “final adverse determination” and include any 
additional or supporting documentation.  

v. The covered person or their authorized representative must complete an authorization form 
allowing us to disclose the covered person’s protected health information, including medical records 
that are pertinent to the external review. 

vi. We will immediately assign an IRO approved by the Arkansas Insurance Commissioner and provide 
the documents and information relied upon to make the initial benefit determination along with any 
additional or supporting documentation. 

vii. Within 72 hours of receipt of the request for external review, the IRO will issue written notice of its 
decision to uphold, reverse, or partially uphold our “adverse determination” or “final adverse 
determination.” 
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c. For the purposes of this section: 

i. “Adverse determination”  

(1) means a determination by us that an admission, availability of care, continued stay or other health 
care service has been reviewed and based on the information provided, the requested payment 
for the service is denied, reduced or terminated because: 

(a) the health care service does not meet the requirements for medical necessity, or 

(b) the requested health care service has been found to be “experimental or investigational.” 

(2) Must be a “final adverse determination” unless an exception applies such as the failure to receive 
a timely decision from us or the criteria for an expedited external review are met. 

(3) Must involve treatment, services, equipment, supplies, or drugs that would require us to expend 
$500.00 or more of expenditures. 

ii. “Final adverse determination” means an “adverse determination” involving a covered benefit that has 
been upheld by us at the completion of our internal grievance procedure.   

6. RECORDKEEPING 

We will maintain a record of all grievances filed and their resolution.  The record will include the name of the 
covered person, date of the grievance, nature of the grievance, date of response/resolution and summary of 
the resolution.  Copies of all grievances, investigative material and response letters will be kept with the 
grievance record.  The grievance record will be maintained in the claims office for a minimum of 5 years. 

Periodically, we will review the grievance record.  This review will include analysis of the appropriateness of 
responses. 
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SCHEDULE OF BENEFITS 

 
Effective Date:  [January 1, 2012] 
 
Words and phrases appearing in bold type have special meaning as set forth in Section VIII – Definitions 
or below.  
 
1. Payment of benefits for covered expenses are subject to the following: 
 
 Network Provider Non-Network Provider 

Deductible  - Individual  [$0 - $5,000] [$0 - $5,000] 

Deductible - Family   [$0 - $10,000] [$0 - $10,000] 

Coinsurance [0% - 50%] [20% - 55%] 

Out-of-Pocket Maximum - Individual    [$0 - $7,000] [$1,500 - $9,000] 

Out-of-Pocket Maximum - Family [$0 - $14,000] [$3,000 - $18,000] 

 
2. Precertification Requirements  

         See Section I – General Provisions, 16. Pre-certification Requirements for details on the process. 

Precertification is required for the following services:   

a. durable medical equipment;  
b. diagnostic services: 

i. CAT scan, 
ii. MRI, 
iii. PET scan,  
iv. sleep studies; and  

c. home health care services; 
d. hospice care services; 
e. inpatient treatment in a hospital; 
f. inpatient stays for maternity services over the minimum duration listed; 
g. inpatient or transitional treatment for chemical dependency or mental illness; 
h. mastectomy; 
i. nursing facility services; 
j. orthotic devices;  
k. prescription drugs on the prior authorization list; 
l. prosthetic devices; 
m. rehabilitative services;  
n. surgeries;  
o. therapies:  

i. physical therapy,  
ii. occupational therapy,  
iii. speech therapy, and 
iv. intravenous therapy; and 

p. transplant services.  

3. Definitions 

a. Brand name drug 
means drugs having the trademarked name of the drug on the package label that is not a 
performance drug or specialty drug. 

b. Coinsurance  
means the amount, calculated using a fixed percentage, paid by a covered person for certain 
covered expenses.   Coinsurance does not carryover from one calendar year to the next 
calendar year.  Coinsurance does not carryover from a prior insurer if the employer 
purchases this policy during the calendar year.   
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c. Copayment  

means a specified dollar amount that a covered person is required to pay for certain covered 
expenses.  Copayments do not apply toward satisfying the deductible, coinsurance or out-
of-pocket maximum requirements of the policy. 

d. Deductible 
means the amount that must be paid for certain covered expenses in a calendar year before 
we will begin paying benefits in that calendar year. Copayments do not apply toward 
satisfying the deductible.  Expenses that are not covered expenses and penalties for failure to 
follow precertification requirements do not apply toward satisfying the deductible.   

The individual deductible is the most each individual covered person must pay each calendar 
year before we will begin paying benefits for that covered person in that calendar year.  
However, if the family deductible is satisfied the benefits will be paid for the covered 
employee and his covered dependents even if their individual deductibles are not satisfied. 

Any amount the covered person pays for covered expenses in the last three months of the 
previous calendar year which are applied to that calendar year's deductible will be carried 
over and applied to the current deductible.    

If the employer purchases this policy during the calendar year, for covered persons that 
enroll when the employer’s coverage first becomes effective with us, any amount which was 
applied to the deductible for that covered person under the employer’s previous plan in that 
same calendar year will be carried over and applied to the deductible on the policy.  The 
amount of deductible carried over from a prior plan cannot exceed the amount of the 
deductible on this plan. 

e. Generic drug 

means a non-brand name drug that is not a performance drug or specialty drug which has: 

i. the same active ingredients, strength and dosage form; and  
ii. is determined by the FDA to be therapeutically equivalent to  
       the drug identified in the prescription. 

f. Out-of-pocket Maximum  
means the amount of deductible and coinsurance that the covered person or his family must 
pay each calendar year for covered expenses other than prescription drugs. Copayments, 
prescription drug copayments, expenses that are not covered expenses and pre-
certification penalties do not apply to the out-of-pocket maximum. 

The individual out-of-pocket maximum is the most each covered person must pay each 
calendar year for deductible and coinsurance for covered expenses other than 
prescription drugs.  The family out-of-pocket maximum is the most each covered employee 
and his covered dependents combined must pay each calendar year for deductibles and 
coinsurance for covered expenses other than prescription drugs.   

g. Performance drug  

means drugs appearing on a list of generic drugs and brand name drugs designated for use 
as performance drugs.  The list is subject to periodic review and modification.  The list is 
available at www.express-scripts.com.  

h. Specialty drug  

means a list of generic drugs and brand name drugs designated for use as specialty drugs.  
The list is subject to periodic review and modification.  The list is available at  
www.express-scripts.com.   
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4. Duration and coverage limits 
 
Autism spectrum disorders For a covered person up to age 18 diagnosed with "autism 

spectrum disorders" coverage for "applied behavior 
analysis" therapy is limited to $50,000 per calendar year. 

Hearing aids Coverage is limited to $1,400 per ear every 3 years. 

Home health care services Coverage limited to [100 visits] per calendar year for 
network and non-network providers combined. 

In vitro fertilization Coverage is limited to a lifetime maximum of $15,000. 

Manipulative therapy Maximum of [26 visits] for manipulative therapy and 
related services are payable in any calendar year. 

Mental illness and chemical dependency 
services 

For mental illness and chemical dependency services 
combined, maximum benefit of [$2,500] per calendar year 
for outpatient services and [$50,000] per calendar year 
for inpatient and transitional treatment combined. 
Lifetime maximum of [$100,000] for all mental illness and 
chemical dependency services.   

If the employer has more than 50 employees these 
sublimits do not apply. 

These sublimits do not apply to serious mental illness or 
biologically based mental illness. 

Nursing facility charges Maximum of [60 days] per confinement with a total of [60 
days] per illness or injury. 

Prescription Drugs Maximum dispensing limits have been set on some 
prescription drugs.  Consult your pharmacy for details. 

If a generic drug or performance drug does not exist or a 
physician prescribes a brand name drug when medically 
necessary, the brand name drug copayment will apply.  

If the covered person requests a brand name drug when 
a generic drug is available, he will pay the brand name 
drug copayment plus the difference in cost between the 
brand name drug and the generic drug. 

Specialty drugs obtained from sources other than the 
specialty drug network provider are subject to non-
network specialty drug copayments plus the amount 
charged in excess of the network cost of the drug. 

Specialty drugs obtained as an inpatient, from a 
physician or from a hospital are subject to non-network 
specialty drug copayments plus the amount charged in 
excess of the network cost of the drug not deductible and 
coinsurance like other drugs received from these sources.  

The cost of prescription drugs in excess of the network 
cost of the drugs are not covered expenses. 

Some prescription drugs require prior authorization to be 
covered.  Consult your pharmacy for details. 
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5. Benefits for covered expenses will be paid subject to the following schedule.  Refer to Section VI -

Covered Services for details of what services are covered.      
 
Covered Services Network Provider Non-Network Provider 
All covered services 
not listed below 

Deductible  
Coinsurance 

Deductible 
Coinsurance 

Physician office visit 
charge  

Copayment of [$15 - 
$60] 

Deductible 
Coinsurance 

Copayment of [$75 - 
$300]  
then Coinsurance  
 

Deductible  
Coinsurance  
For an emergency condition, the network 
provider copayment and coinsurance apply. 

Emergency care 
services  
 

Emergency care services copayment is waived if the covered person is 
admitted to a hospital within 24 hours of the emergency care visit. 

Preventive care 
services 

Services paid at 100% Deductible 
Coinsurance 

Annual physical  
 

Benefit limited to [$500 - 
$1,000] per calendar 
year. 

Deductible 
Coinsurance 
Benefit limited to [$250 - $500] per calendar year. 

Maternity Services 
 

Copayment of [$15 - 
$60] for office visits 
Deductible 
Coinsurance 
for all other services 

Deductible 
Coinsurance 

Generic drugs  Copayment of  
[$0 - $25 / 31 day] supply 
 

Copayment of 
[$0 - $25 / 31 day] supply plus the amount charged 
in excess of the network cost of the drug. 

Performance Drugs Copayment of 
[$0 - $60 / 31 day] supply 

Copayment of 
[$0 - $60 / 31 day] supply plus the amount charged 
in excess of the network cost of the drug. 

Brand name drugs Copayment of 
[$0 - $100 / 31 day] 
supply  

Copayment of 
[$0 - $100 / 31 day] supply plus the amount 
charged in excess of the network cost of the drug.  

Specialty drugs  Copayment of 
[$0 - $250 / 31 day] 
supply  

Copayment of 
[$0 - $250 / 31 day] supply plus the amount 
charged in excess of the network cost of the drug.  

Generic drugs –  
mail order 

Copayment of  
[$0 - $70 / 90 day] supply 

Not available at a retail pharmacy unless the 
pharmacy agrees in writing to the same terms and 
conditions as the network provider. If pharmacy 
agrees to terms and conditions, mail order 
copayment will apply.  

Performance Drugs – 
mail order 

Copayment of  
[$0 - $180 / 90 day] 
supply 

Not available at a retail pharmacy unless the 
pharmacy agrees in writing to the same terms and 
conditions as the network provider. If pharmacy 
agrees to terms and conditions, mail order 
copayment will apply. 

Brand name drugs – 
mail order 

Copayment of  
[$0 - $250 / 90 day] 
supply 

Not available at a retail pharmacy unless the 
pharmacy agrees in writing to the same terms and 
conditions as the network provider. If pharmacy 
agrees to terms and conditions, mail order 
copayment will apply. 

Prescription drugs, 
other than specialty 
drugs, received as an 
inpatient or from a 
hospital or from a 
physician's office 

Deductible 
Coinsurance 

Deductible 
Coinsurance 
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SCHEDULE OF BENEFITS 

 
Effective Date:  [January 1, 2012] 
 
Words and phrases appearing in bold type have special meaning as set forth in Section VIII – Definitions 
or below.  
 
1. Payment of benefits for covered expenses are subject to the following: 
 
 Network Provider Non-Network Provider 

Deductible  - Individual  [$0 - $10,000] [$500 - $10,000] 

Deductible - Family   [$0 - $20,000] [$1,000 - $20,000] 

Coinsurance   [0% - 20%] [20% - 40%] 

Out-of-Pocket Maximum - Individual     [$1,000 - $12,000] [$3,500 - $14,000] 

Out-of-Pocket Maximum - Family [$2,000 - $24,000] [$6,000 - $28,000] 
 
2. Precertification Requirements 

         See Section I – General Provisions, 16. Pre-certification Requirements for details on the process. 

Precertification is required for the following services:   

a. durable medical equipment;  
b. diagnostic services: 

i. CAT scan, 
ii. MRI, 
iii. PET scan, and 
iv. sleep studies; 

c. home health care services; 
d. hospice care services; 
e. inpatient treatment in a hospital; 
f. inpatient stays for maternity services over the minimum duration listed; 
g. inpatient or transitional treatment for chemical dependency or mental illness; 
h. mastectomy; 
i. nursing facility services; 
j. orthotic devices;  
k. prescription drugs on the prior authorization list; 
l. prosthetic devices; 
m. rehabilitative services;  
n. surgeries;  
o. therapies:  

i. physical therapy,  
ii. occupational therapy, 
iii. speech therapy, and 
iv. intravenous therapy; and 

p. transplant services.  

3. Definitions 

a. Brand name drug 

means drugs having the trademarked name of the drug on the package label that is not a 
performance drug or specialty drug. 

b. Coinsurance  

means the amount, calculated using a fixed percentage, paid by a covered person for certain 
covered expenses.   Coinsurance does not carryover from one calendar year to the next 
calendar year.  Coinsurance does not carryover from a prior insurer if the employer 
purchases this policy during the calendar year.   
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c. Copayment  

means a specified dollar amount that a covered person is required to pay for certain covered 
expenses.  Copayments do not apply toward satisfying the deductible, coinsurance or out-
of-pocket maximum requirements of the policy. 

d. Deductible 
means the amount that must be paid for certain covered expenses in a calendar year before 
we will begin paying benefits in that calendar year. Prescription drug copayments, 
expenses that are not covered expenses and penalties for failure to follow precertification 
requirements do not apply toward satisfying the deductible.   

The individual deductible is the most each individual covered person must pay each calendar 
year before we will begin paying benefits for that covered person in that calendar year.  
However, if the family deductible is satisfied the benefits will be paid for the covered 
employee and his covered dependents even if their individual deductibles are not satisfied. 

Any amount the covered person pays for covered expenses in the last three months of the 
previous calendar year which are applied to that calendar year's deductible will be carried 
over and applied to the current deductible.    

If the employer purchases this policy during the calendar year, for covered persons that 
enroll when the employer’s coverage first becomes effective with us, any amount which was 
applied to the deductible for that covered person under the employer’s previous plan in that 
same calendar year will be carried over and applied to the deductible on the policy.  The 
amount of deductible carried over from a prior plan cannot exceed the amount of the 
deductible on this plan. 

e. Generic drug 

means a non-brand name drug that is not a performance drug or specialty drug which has: 

i. the same active ingredients, strength and dosage form; and  
ii. is determined by the FDA to be therapeutically equivalent to  
       the drug identified in the prescription. 

f. Out-of-pocket Maximum  
means the amount of deductible and coinsurance that the covered person or his family must 
pay each calendar year for covered expenses other than prescription drugs. Prescription 
drug copayments, expenses that are not covered expenses and pre-certification penalties do 
not apply to the out-of-pocket maximum. 

The individual out-of-pocket maximum is the most each covered person must pay each 
calendar year for deductible and coinsurance for covered expenses other than 
prescription drugs.  The family out-of-pocket maximum is the most each covered employee 
and his covered dependents combined must pay each calendar year for deductibles and 
coinsurance for covered expenses other than prescription drugs.   

g. Performance drug  

means drugs appearing on a list of generic drugs and brand name drugs designated for use 
as performance drugs.  The list is subject to periodic review and modification.  The list is 
available at www.express-scripts.com.   

h. Specialty drug  

means a list of generic drugs and brand name drugs designated for use as specialty drugs.  
The list is subject to periodic review and modification.  The list is available at  
www.express-scripts.com.  
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4. Duration and coverage limits 
 
Autism spectrum disorders For a covered person up to age 18 diagnosed with "autism 

spectrum disorders" coverage for "applied behavior 
analysis" therapy is limited to $50,000 per calendar year. 

Hearing aids Coverage is limited to $1,400 per ear every 3 years. 

Home health care services Coverage limited to [100 visits] per calendar year for 
network and non-network providers combined. 

In vitro fertilization Coverage is limited to a lifetime maximum of $15,000. 

Manipulative therapy Maximum of [26 visits] for manipulative therapy and 
related services are payable in any calendar year. 

Mental illness and chemical dependency 
services 

For mental illness and chemical dependency services 
combined, maximum benefit of [$2,500] per calendar year 
for outpatient services and [$50,000] per calendar year 
for inpatient and transitional treatment combined. 
Lifetime maximum of [$100,000] for all mental illness and 
chemical dependency services.   

If the employer has more than 50 employees these 
sublimits do not apply. 

These sublimits do not apply to serious mental illness or 
biologically based mental illness. 

Nursing facility charges Maximum of [60 days] per confinement with a total of [60 
days] per illness or injury. 

Prescription Drugs Maximum dispensing limits have been set on some 
prescription drugs.  Consult your pharmacy for details. 

If a generic drug or performance drug does not exist or a 
physician prescribes a brand name drug when medically 
necessary, the brand name drug copayment will apply.  

If the covered person requests a brand name drug when 
a generic drug is available, he will pay the brand name 
drug copayment plus the difference in cost between the 
brand name drug and the generic drug. 

Specialty drugs obtained from sources other than the 
specialty drug network provider are subject to non-
network specialty drug copayments plus the amount 
charged in excess of the network cost of the drug. 

Specialty drugs obtained as an inpatient, from a 
physician or from a hospital are subject to non-network 
specialty drug copayments plus the amount charged in 
excess of the network cost of the drug not deductible and 
coinsurance like other drugs received from these sources.  

The cost of prescription drugs in excess of the network 
cost of the drugs are not covered expenses. 

Some prescription drugs require prior authorization to be 
covered.  Consult your pharmacy for details. 
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5. Benefits for covered expenses will be paid subject to the following schedule.  Refer to Section VI -

Covered Services for details of what services are covered.      
 
Covered Services Network Provider Non-Network Provider 
All covered services not 
listed below 

Deductible  
Coinsurance 

Deductible 
Coinsurance 

Emergency care services  
 

Deductible  
Coinsurance 

Deductible  
Coinsurance  
For an emergency condition, the 
network provider deductible and 
coinsurance apply. 

Preventive care services Services paid at 100% Deductible 
Coinsurance 

Annual physical  
 

Benefit limited to [$500 - 
$1,000] per calendar year. 

Deductible 
Coinsurance 
Benefit limited to [$250 - $500] per 
calendar year. 

Generic drugs  Copayment of 
[$0 - $25 / 31 day] supply  
 

Copayment of 
[$0 - $25 / 31 day] supply plus the 
amount charged in excess of the 
network cost of the drug. 

Performance Drugs Copayment of 
[$0 - $60 / 31 day] supply  

Copayment of 
[$0 - $60 / 31 day] supply plus the 
amount charged in excess of the 
network cost of the drug. 

Brand name drugs Copayment of 
[$0 - $100 / 31 day] supply  

Copayment of 
[$0 - $100 / 31 day] supply plus the 
amount charged in excess of the 
network cost of the drug.  

Specialty drugs  Copayment of 
[$0 - $250 / 31 day] supply  

Copayment of 
[$0 - $250 / 31 day] supply plus the 
amount charged in excess of the 
network cost of the drug.  

Generic drugs – mail order Copayment of  
[$0 - $70 / 90 day] supply 

Not available at a retail pharmacy 
unless the pharmacy agrees in writing 
to the same terms and conditions as 
the network provider. If pharmacy 
agrees to terms and conditions, mail 
order copayment will apply.  

Performance Drugs – mail 
order 

Copayment of  
[$0 - $180 / 90 day] supply 

Not available at a retail pharmacy 
unless the pharmacy agrees in writing 
to the same terms and conditions as 
the network provider. If pharmacy 
agrees to terms and conditions, mail 
order copayment will apply. 

Brand name drugs – mail 
order 

Copayment of  
[$0 - $250 / 90 day] supply 

Not available at a retail pharmacy 
unless the pharmacy agrees in writing 
to the same terms and conditions as 
the network provider. If pharmacy 
agrees to terms and conditions, mail 
order copayment will apply. 

Prescription drugs, other 
than specialty drugs, 
received as an inpatient or 
from a hospital or from a 
physician's office  

Deductible 
Coinsurance 

Deductible 
Coinsurance 
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SCHEDULE OF BENEFITS 

 
Effective Date:  [January 1, 2012] 
 
Words and phrases appearing in bold type have special meaning as set forth in Section VIII – Definitions 
or below.  
 
1. Payment of benefits for covered expenses are subject to the following: 
 
 Network Provider Non-Network Provider 

Deductible  - Individual  [$3,000 - $10,000] [$3,000 - $10,000] 

Deductible - Family   [$6,000- $20,000] [$6,000 - $20,000] 

Coinsurance [0%] [25%] 

Out-of-Pocket Maximum - Individual     [$3,000 - $10,000] [$5,500 - $12,500] 

Out-of-Pocket Maximum - Family [$6,000 - $20,000] [$11,000 - $25,000] 
 
2. Precertification Requirements 

         See Section I – General Provisions, 16. Pre-certification Requirements for details on the process. 

Precertification is required for the following services.   

a. durable medical equipment;  
b. diagnostic services: 

i. CAT scan, 
ii. MRI, 
iii. PET scan, and  
iv. sleep studies; 

c. home health care services; 
d. hospice care services; 
e. inpatient treatment in a hospital; 
f. inpatient stays for maternity services over the minimum duration listed; 
g. inpatient or transitional treatment for chemical dependency or mental illness; 
h. mastectomy; 
i. nursing facility services; 
j. orthotic devices;  
k. prescription drugs on the prior authorization list; 
l. prosthetic devices; 
m. rehabilitative services;  
n. surgeries;  
o. therapies:  

i. physical therapy,  
ii. occupational therapy,  
iii. speech therapy, and 
iv. intravenous therapy; and  

p. transplant services.  

3. Definitions 

a. Brand name drug 

means drugs having the trademarked name of the drug on the package label that is not a 
performance drug or specialty drug. 

b. Coinsurance  

means the amount, calculated using a fixed percentage, paid by a covered person for certain 
covered expenses.   Coinsurance does not carryover from one calendar year to the next 
calendar year.  Coinsurance does not carryover from a prior insurer if the employer 
purchases this policy during the calendar year.   
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c. Copayment  

means a specified dollar amount that a covered person is required to pay for certain covered 
expenses.  Copayments do not apply toward satisfying the deductible, coinsurance or out-
of-pocket maximum requirements of the policy. 

d. Deductible 
means the amount that must be paid for certain covered expenses in a calendar year before 
we will begin paying benefits in that calendar year. Copayments do not apply toward 
satisfying the deductible.  Expenses that are not covered expenses and penalties for failure to 
follow precertification requirements do not apply toward satisfying the deductible.   

The individual deductible is the most each individual covered person must pay each calendar 
year before we will begin paying benefits for that covered person in that calendar year.  
However, if the family deductible is satisfied the benefits will be paid for the covered 
employee and his covered dependents even if their individual deductibles are not satisfied. 

Any amount the covered person pays for covered expenses in the last three months of the 
previous calendar year which are applied to that calendar year's deductible will be carried 
over and applied to the current deductible.    

If the employer purchases this policy during the calendar year, for covered persons that 
enroll when the employer’s coverage first becomes effective with us, any amount which was 
applied to the deductible for that covered person under the employer’s previous plan in that 
same calendar year will be carried over and applied to the deductible on the policy.  The 
amount of deductible carried over from a prior plan cannot exceed the amount of the 
deductible on this plan. 

e. Generic drug 

means a non-brand name drug that is not a performance drug or specialty drug which has: 
i. the same active ingredients, strength and dosage form; and  
ii. is determined by the FDA to be therapeutically equivalent to  
       the drug identified in the prescription. 

f. Out-of-pocket Maximum  
means the amount of deductible and coinsurance that the covered person or his family must 
pay each calendar year for covered expenses other than prescription drugs. Prescription 
drug copayments, expenses that are not covered expenses and pre-certification penalties do 
not apply to the out-of-pocket maximum. 

The individual out-of-pocket maximum is the most each covered person must pay each 
calendar year for deductible and coinsurance for covered expenses other than 
prescription drugs.  The family out-of-pocket maximum is the most each covered employee 
and his covered dependents combined must pay each calendar year for deductibles and 
coinsurance for covered expenses other than prescription drugs.   

g. Performance drug  

means drugs appearing on a list of generic drugs and brand name drugs designated for use 
as performance drugs.  The list is subject to periodic review and modification.  The list is 
available at www.express-scripts.com.   

h. Specialty drug  

means a list of generic drugs and brand name drugs designated for use as specialty drugs.  
The list is subject to periodic review and modification.  The list is available at  
www.express-scripts.com.   
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4. Duration and coverage limits 
 
Autism spectrum disorders For a covered person up to age 18 diagnosed with "autism 

spectrum disorders" coverage for "applied behavior 
analysis" therapy is limited to $50,000 per calendar year. 

Hearing aids Coverage is limited to $1400 per ear every 3 years. 

Home health care services Coverage limited to [100 visits] per calendar year for 
network and non-network providers combined. 

In vitro fertilization Coverage is limited to a lifetime maximum of $15,000. 

Manipulative therapy Maximum of [26 visits] for manipulative therapy and 
related services are payable in any calendar year. 

Mental illness and chemical dependency 
services 

For mental illness and chemical dependency services 
combined, maximum benefit of [$2,500] per calendar year 
for outpatient services and [$50,000] per calendar year 
for inpatient and transitional treatment combined. 
Lifetime maximum of [$100,000] for all mental illness and 
chemical dependency services.   

If the employer has more than 50 employees these 
sublimits do not apply. 

These sublimits do not apply to serious mental illness or 
biologically based mental illness. 

Nursing facility charges Maximum of [60 days] per confinement with a total of [60 
days] per illness or injury. 

Prescription Drugs Maximum dispensing limits have been set on some 
prescription drugs.  Consult your pharmacy for details. 

If a generic drug or performance drug does not exist or a 
physician prescribes a brand name drug when medically 
necessary, the brand name drug copayment will apply.  

If the covered person requests a brand name drug when 
a generic drug is available, he will pay the brand name 
drug copayment plus the difference in cost between the 
brand name drug and the generic drug. 

Specialty drugs obtained from sources other than the 
specialty drug network provider are subject to non-
network specialty drug copayments plus the amount 
charged in excess of the network cost of the drug. 

Specialty drugs obtained as an inpatient, from a 
physician or from a hospital are subject to non-network 
specialty drug copayments plus the amount charged in 
excess of the network cost of the drug not deductible and 
coinsurance like other drugs received from these sources.  

The cost of prescription drugs in excess of the network 
cost of the drugs are not covered expenses. 

Some prescription drugs require prior authorization to be 
covered.  Consult your pharmacy for details. 
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5. Benefits for covered expenses will be paid subject to the following schedule.  Refer to Section VI -

Covered Services for details of what services are covered.      
 
Covered Services Network Provider Non-Network Provider 
All covered services not 
listed below 

Deductible  
Coinsurance 

Deductible 
Coinsurance 

Emergency care services  
 

Deductible  
Coinsurance 

Deductible  
Coinsurance  
For an emergency condition, the network 
provider deductible and coinsurance apply. 

Preventive care services Services paid at 100% Deductible 
Coinsurance 

Annual physical  
 

Benefit limited to [$500 - 
$1,000] per calendar 
year. 

Deductible 
Coinsurance 
Benefit limited to [$250 - $500] per calendar 
year. 

Generic drugs  Deductible then  
Copayment of 
 [$0 - $25 / 31 day] supply  
 
 

Deductible then  
Copayment of 
 [$0 - $25 / 31 day] supply plus the amount 
charged in excess of the network cost of the 
drug 

Performance Drugs Deductible then  
Copayment of 
[$0 - $60 / 31 day] supply  

Deductible then  
Copayment of 
[$0 - $60 / 31 day] supply plus the amount 
charged in excess of the network cost of the 
drug 

Brand name drugs Deductible then  
Copayment of 
[$0 - $100 / 31 day] supply 

Deductible then  
Copayment of 
[$0 - $100 / 31 day] supply plus the amount 
charged in excess of the network cost of the 
drug  

Specialty drugs  Deductible then  
Copayment of 
[$0 - $250 / 31 day] supply 

Deductible then  
Copayment of 
[$0 - $250 / 31 day] supply plus the amount 
charged in excess of the network cost of the 
drug  

Generic drugs – mail 
order 

Deductible then  
Copayment of  
[$0 - $70 / 90 day] supply 

Not available at a retail pharmacy unless the 
pharmacy agrees in writing to the same terms 
and conditions as the network provider. If 
pharmacy agrees to terms and conditions, 
mail order copayment will apply.  

Performance Drugs – 
mail order 

Deductible then  
Copayment of  
[$0 - $180 / 90 day] supply 

Not available at a retail pharmacy unless the 
pharmacy agrees in writing to the same terms 
and conditions as the network provider. If 
pharmacy agrees to terms and conditions, 
mail order copayment will apply. 

Brand name drugs – mail 
order 

Deductible then  
Copayment of  
[$0 - $250 / 90 day] supply 

Not available at a retail pharmacy unless the 
pharmacy agrees in writing to the same terms 
and conditions as the network provider. If 
pharmacy agrees to terms and conditions, 
mail order copayment will apply. 

Prescription drugs, other 
than specialty drugs, 
received as an inpatient 
or from a hospital or from 
a physician's office 

Deductible 
Coinsurance 

Deductible 
Coinsurance 
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SCHEDULE OF BENEFITS 

 
Effective Date:  [January 1, 2012] 
 
Words and phrases appearing in bold type have special meaning as set forth in Section VIII – Definitions 
or below.  
 
1. Payment of benefits for covered expenses are subject to the following: 
 
 Network Provider Non-Network Provider 

Deductible  - Individual  [$300 - $10,000] [$300 - $10,000] 

Deductible - Family   [$600 - $20,000] [$600 - $20,000] 

Coinsurance   [0% - 30%] [20% - 50%] 

Out-of-Pocket Maximum - Individual  [$2,000 - $13,000] [$4,000 - $15,000] 

Out-of-Pocket Maximum - Family [$4,000 - $26,000] [$8,000 - $30,000] 
 
2. Precertification Requirements 

         See Section I – General Provisions, 16. Pre-certification Requirements for details on the process. 

Precertification is required for the following services: 

a. durable medical equipment;  
b. diagnostic services: 

i. CAT scan, 
ii. MRI, 
iii. PET scan, and 
iv. sleep studies; 

c. home health care services; 
d. hospice care services; 
e. inpatient treatment in a hospital; 
f. inpatient stays for maternity services over the minimum duration listed; 
g. inpatient or transitional treatment for chemical dependency or mental illness; 
h. mastectomy; 
i. nursing facility services; 
j. orthotic devices;  
k. prescription drugs on the prior authorization list; 
l. prosthetic devices; 
m. rehabilitative services;  
n. surgeries;  
o. therapies:  

i. physical therapy,  
ii. occupational therapy,  
iii. speech therapy, and 
iv. intravenous therapy; and 

p. transplant services.  

3. Definitions 

a. Brand name drug 

means drugs having the trademarked name of the drug on the package label that is not a 
performance drug or specialty drug. 

b. Coinsurance  

means the amount, calculated using a fixed percentage, paid by a covered person for certain 
covered expenses.   Coinsurance does not carryover from one calendar year to the next 
calendar year.  Coinsurance does not carryover from a prior insurer if the employer 
purchases this policy during the calendar year.   
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c. Copayment  

means a specified dollar amount that a covered person is required to pay for certain covered 
expenses.  Copayments do not apply toward satisfying the deductible, coinsurance or out-
of-pocket maximum requirements of the policy. 

d. Deductible 
means the amount that must be paid for certain covered expenses in a calendar year before 
we will begin paying benefits in that calendar year. Copayments do not apply toward 
satisfying the deductible.  Expenses that are not covered expenses and penalties for failure to 
follow precertification requirements do not apply toward satisfying the deductible.   

The individual deductible is the most each individual covered person must pay each calendar 
year before we will begin paying benefits for that covered person in that calendar year.  
However, if the family deductible is satisfied the benefits will be paid for the covered 
employee and his covered dependents even if their individual deductibles are not satisfied. 

Any amount the covered person pays for covered expenses in the last three months of the 
previous calendar year which are applied to that calendar year's deductible will be carried 
over and applied to the current deductible.    

If the employer purchases this policy during the calendar year, for covered persons that 
enroll when the employer’s coverage first becomes effective with us, any amount which was 
applied to the deductible for that covered person under the employer’s previous plan in that 
same calendar year will be carried over and applied to the deductible on the policy.  The 
amount of deductible carried over from a prior plan cannot exceed the amount of the 
deductible on this plan. 

e. Generic drug 

means a non-brand name drug that is not a performance drug or specialty drug which has: 

i. the same active ingredients, strength and dosage form; and  
ii. is determined by the FDA to be therapeutically equivalent to  
       the drug identified in the prescription. 

f. Out-of-pocket Maximum  
means the amount of deductible and coinsurance that the covered person or his family must 
pay each calendar year for covered expenses other than prescription drugs.  Prescription 
drug copayments, expenses that are not covered expenses and pre-certification penalties do 
not apply to the out-of-pocket maximum. 

The individual out-of-pocket maximum is the most each covered person must pay each 
calendar year for deductible and coinsurance for covered expenses other than 
prescription drugs.  The family out-of-pocket maximum is the most each covered employee 
and his covered dependents combined must pay each calendar year for deductibles and 
coinsurance for covered expenses other than prescription drugs.   

g. Performance drug  

means drugs appearing on a list of generic drugs and brand name drugs designated for use 
as performance drugs.  The list is subject to periodic review and modification.  The list is 
available at www.express-scripts.com.   

h. Specialty drug  

means a list of generic drugs and brand name drugs designated for use as specialty drugs.  
The list is subject to periodic review and modification.  The list is available at  
www.express-scripts.com.  
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4. Duration and coverage limits 
 
Autism spectrum disorders For a covered person up to age 18 diagnosed with "autism 

spectrum disorders" coverage for "applied behavior 
analysis" therapy is limited to $50,000 per calendar year. 

Hearing aids Coverage is limited to $1,400 per ear every 3 years. 

Home health care services Coverage limited to [100 visits] per calendar year for 
network and non-network providers combined. 

In vitro fertilization Coverage is limited to a lifetime maximum of $15,000. 

Manipulative therapy Maximum of [26 visits] for manipulative therapy and 
related services are payable in any calendar year. 

Mental illness and chemical dependency 
services 

For mental illness and chemical dependency services 
combined, maximum benefit of [$2,500] per calendar year 
for outpatient services and [$50,000] per calendar year 
for inpatient and transitional treatment combined. 
Lifetime maximum of [$100,000] for all mental illness and 
chemical dependency services.   

If the employer has more than 50 employees these 
sublimits do not apply. 

These sublimits do not apply to serious mental illness or 
biologically based mental illness. 

Nursing facility charges Maximum of [60 days] per confinement with a total of [60 
days] per illness or injury. 

Prescription Drugs Maximum dispensing limits have been set on some 
prescription drugs.  Consult your pharmacy for details. 

If a generic drug or performance drug does not exist or a 
physician prescribes a brand name drug when medically 
necessary, the brand name drug copayment will apply.  

If the covered person requests a brand name drug when 
a generic drug is available, he will pay the brand name 
drug copayment plus the difference in cost between the 
brand name drug and the generic drug. 

Specialty drugs obtained from sources other than the 
specialty drug network provider are subject to non-
network specialty drug copayments plus the amount 
charged in excess of the network cost of the drug. 

Specialty drugs obtained as an inpatient, from a 
physician or from a hospital are subject to non-network 
specialty drug copayments plus the amount charged in 
excess of the network cost of the drug not deductible and 
coinsurance like other drugs received from these sources.  

The cost of prescription drugs in excess of the network 
cost of the drugs are not covered expenses. 

Some prescription drugs require prior authorization to be 
covered.  Consult your pharmacy for details. 
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5. Benefits for covered expenses will be paid subject to the following schedule.  Refer to Section VI -

Covered Services for details of what services are covered.      
 
Covered Services Network Provider Non-Network Provider 
All covered services not 
listed below 

Deductible  
Coinsurance 

Deductible 
Coinsurance 

Physician office visit 
charge  
 

Coinsurance Deductible 
Coinsurance 

Emergency care services  
 

Coinsurance  Deductible  
Coinsurance  
For an emergency condition, the network 
provider coinsurance will apply. 

Preventive care services Services paid at 100% Deductible 
Coinsurance 

Annual physical  
 

Benefit limited to [$500 - 
$1,000] per calendar year. 

Deductible 
Coinsurance 
Benefit limited to [$250 - $500] per calendar 
year. 

Generic drugs  Copayment of 
[$0 - $25 / 31 day] supply  
 

Copayment of 
[$0 - $25 / 31 day] supply plus the amount 
charged in excess of the network cost of the 
drug. 

Performance Drugs Copayment of 
[$0 - $60 / 31 day] supply  

Copayment of 
[$0 - $60 / 31 day] supply plus the amount 
charged in excess of the network cost of the 
drug. 

Brand name drugs Copayment of 
[$0 - $100 / 31 day] supply  

Copayment of 
[$0 - $100 / 31 day] supply plus the amount 
charged in excess of the network cost of the 
drug.  

Specialty drugs  Copayment of 
[$0 - $250 / 31 day] supply  

Copayment of 
[$0 - $250 / 31 day] supply plus the amount 
charged in excess of the network cost of the 
drug.  

Generic drugs – mail 
order 

Copayment of  
[$0 - $70 / 90 day] supply 

Not available at a retail pharmacy unless the 
pharmacy agrees in writing to the same 
terms and conditions as the network 
provider. If pharmacy agrees to terms and 
conditions, mail order copayment will apply.  

Performance Drugs – mail 
order 

Copayment of  
[$0 - $180 / 90 day] supply 

Not available at a retail pharmacy unless the 
pharmacy agrees in writing to the same 
terms and conditions as the network 
provider. If pharmacy agrees to terms and 
conditions, mail order copayment will apply. 

Brand name drugs – mail 
order 

Copayment of  
[$0 - $250 / 90 day] supply 

Not available at a retail pharmacy unless the 
pharmacy agrees in writing to the same 
terms and conditions as the network 
provider. If pharmacy agrees to terms and 
conditions, mail order copayment will apply. 

Prescription drugs, other 
than specialty drugs, 
received as an inpatient or 
from a hospital or from a 
physician's office 

Deductible 
Coinsurance 

Deductible 
Coinsurance 
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SCHEDULE OF BENEFITS 

 
Effective Date:  [January 1, 2012] 
 
Words and phrases appearing in bold type have special meaning as set forth in Section VIII – Definitions 
or below.  
 
1. Payment of benefits for covered expenses are subject to the following: 
 
 Network Provider Non-Network Provider 

Employee only coverage   

Deductible  [$2,400 - $6,000] [$2,400 - $6,000] 

Coinsurance [0% - 20%] [25% - 45%] 

Out-of-Pocket Maximum [$2,400 - $6,000] [$4,800 - $10,500] 

Family coverage   

Deductible – individual [$2,400 - $6,000] [$2,400 - $6,000] 

Deductible - family [$4,800 - $12,000] [$4,800 - $12,000]  

Coinsurance [0% - 20%] [25% - 45%] 

Out-of-Pocket Maximum  
individual 

 
[$2,400 - $6,000] 

 
[$4,800 - $10,500] 

           Out-of-Pocket Maximum  
family 

 
[$4,800 - $12,000] 

 
[$9,600 - $21,000] 

The deductible and out-of-pocket maximums may be adjusted annually based on the Consumer Price 
Index (CPI) published by the US Department of Labor.    

2. Precertification Requirements 

         See Section I – General Provisions, 16. Pre-certification Requirements for details on the process. 

Precertification is required for the following services.   

a. durable medical equipment;  
b. diagnostic services: 

i. CAT scan, 
ii. MRI, 
iii. PET scan, and  
iv. sleep studies; 

c. home health care services; 
d. hospice care services; 
e. inpatient treatment in a hospital; 
f. inpatient stays for maternity services over the minimum duration listed; 
g. inpatient or transitional treatment for chemical dependency or mental illness; 
h. mastectomy; 
i. nursing facility services; 
j. orthotic devices;  
k. prescription drugs on the prior authorization list; 
l. prosthetic devices; 
m. rehabilitative services;  
n. surgeries;  
o. therapies:  

i. physical therapy,  
ii. occupational therapy,  
iii. speech therapy, and  
iv. intravenous therapy; and  

p. transplant services.   
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3. Definitions 

a. Brand name drug 

means drugs having the trademarked name of the drug on the package label that is not a 
performance drug or specialty drug. 

b. Coinsurance  

means the amount, calculated using a fixed percentage, paid by a covered person for certain 
covered expenses.   Coinsurance does not carryover from one calendar year to the next 
calendar year.  Coinsurance does not carryover from a prior insurer if the employer 
purchases this policy during the calendar year.   

c. Copayment  

means a specified dollar amount that a covered person is required to pay for certain covered 
expenses.   

d. Deductible 
means the amount that must be paid for certain covered expenses in a calendar year before 
we will begin paying benefits in that calendar year. Expenses that are not covered expenses 
and penalties for failure to follow precertification requirements do not apply toward satisfying the 
deductible.   

If family coverage is purchased the “employee only coverage” deductible is the most each 
individual covered person must pay each calendar year before we will begin paying benefits 
for that covered person in that calendar year.  However, if the family deductible is satisfied 
the benefits will be paid for the covered employee and his covered dependents even if their 
individual deductibles are not satisfied. 

Deductible does not carryover from one calendar year to the next calendar year.   

If the employer purchases this policy during the calendar year, for covered persons that 
enroll when the employer’s coverage first becomes effective with us, any amount which was 
applied to the deductible for that covered person under the employer’s previous plan in that 
same calendar year will be carried over and applied to the deductible on the policy.  The 
amount of deductible carried over from a prior plan cannot exceed the amount of the 
deductible on this plan. 

e. Generic drug 

means a non-brand name drug that is not a performance drug or specialty drug which has: 

i. the same active ingredients, strength and dosage form; and  
ii. is determined by the FDA to be therapeutically equivalent to  
       the drug identified in the prescription. 

f. Out-of-pocket Maximum  
means the amount of deductible, copayment and coinsurance that the covered person or 
his family must pay each calendar year for covered expenses.  Expenses that are not 
covered expenses and pre-certification penalties do not apply to the out-of-pocket maximum. 

If family coverage is purchased the “employee only coverage” out-of-pocket maximum is the 
most each covered person must pay each calendar year for deductible, copayments and 
coinsurance for covered expenses.  The family out-of-pocket maximum is the most each 
covered employee and his covered dependents combined must pay each calendar year for 
deductible, copayments and coinsurance for covered expenses.   

g. Performance drug  

means drugs appearing on a list of generic drugs and brand name drugs designated for use 
as performance drugs.  The list is subject to periodic review and modification.  The list is 
available at www.express-scripts.com.   

h. Specialty drug  

means a list of generic drugs and brand name drugs designated for use as specialty drugs.  
The list is subject to periodic review and modification.  The list is available at  
www.express-scripts.com.   
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4. Duration and coverage limits 
 
Autism spectrum disorders For a covered person up to age 18 diagnosed with 

"autism spectrum disorders" coverage for "applied 
behavior analysis" therapy is limited to $50,000 per 
calendar year. 

Hearing aids Coverage is limited to $1,400 per ear every 3 years. 

Home health care services Coverage limited to [100 visits] per calendar year for 
network and non-network providers combined. 

In vitro fertilization Coverage is limited to a lifetime maximum of $15,000. 

Manipulative therapy Maximum of [26 visits] for manipulative therapy and 
related services are payable in any calendar year. 

Mental illness and chemical dependency 
services 

For mental illness and chemical dependency services 
combined, maximum benefit of [$2,500] per calendar 
year for outpatient services and [$50,000] per calendar 
year for inpatient and transitional treatment combined. 
Lifetime maximum of [$100,000] for all mental illness 
and chemical dependency services.   

If the employer has more than 50 employees these 
sublimits do not apply. 

These sublimits do not apply to serious mental illness or 
biologically based mental illness. 

Nursing facility charges Maximum of [60 days] per confinement with a total of [60 
days] per illness or injury. 

Prescription Drugs Maximum dispensing limits have been set on some 
prescription drugs.  Consult your pharmacy for details. 

If a generic drug or performance drug does not exist or 
a physician prescribes a brand name drug when 
medically necessary, the brand name drug copayment 
will apply.  

If the covered person requests a brand name drug when 
a generic drug is available, he will pay the brand name 
drug copayment plus the difference in cost between the 
brand name drug and the generic drug. 

Specialty drugs obtained from sources other than the 
specialty drug network provider are subject to non-
network specialty drug copayments plus the amount 
charged in excess of the network cost of the drug. 

Specialty drugs obtained as an inpatient, from a 
physician or from a hospital are subject to non-network 
specialty drug copayments plus the amount charged in 
excess of the network cost of the drug not deductible 
and coinsurance like other drugs received from these 
sources.   

The cost of prescription drugs in excess of the network 
cost of the drugs are not covered expenses. 

Some prescription drugs require prior authorization to be 
covered.  Consult your pharmacy for details. 
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5. Benefits for covered expenses will be paid subject to the following schedule.  Refer to Section VI -

Covered Services for details of what services are covered.      
 
Covered Services Network Provider Non-Network Provider 
All covered services not 
listed below 

Deductible  
Coinsurance 

Deductible 
Coinsurance 

Emergency care services  
 

Deductible 
Coinsurance  
 

Deductible 
Coinsurance  
For an emergency condition, the network 
provider deductible and coinsurance 
apply. 

Preventive care services Services paid at 100% Deductible 
Coinsurance 

Annual physical  
 

Benefit limited to [$500 - 
$1,000] per calendar year. 

Deductible 
Coinsurance 
Benefit limited to [$250 - $500] per 
calendar year. 

Generic drugs  Deductible then  
Copayment of 
 [$0 - $25 / 31 day] supply  
 
 

Deductible then  
Copayment of 
 [$0 - $25 / 31 day] supply plus the amount 
charged in excess of the network cost of 
the drug 

Performance Drugs Deductible then  
Copayment of 
[$0 - $60 / 31 day] supply  

Deductible then  
Copayment of 
[$0 - $60 / 31 day] supply plus the amount 
charged in excess of the network cost of 
the drug 

Brand name drugs Deductible then  
Copayment of 
[$0 - $100 / 31 day] supply  

Deductible then  
Copayment of 
[$0 - $100 / 31 day] supply plus the amount 
charged in excess of the network cost of 
the drug  

Specialty drugs  Deductible then  
Copayment of 
[$0 - $250 / 31 day] supply  

Deductible then  
Copayment of 
[$0 - $250 / 31 day] supply plus the amount 
charged in excess of the network cost of 
the drug  

Generic drugs – mail order Deductible then  
Copayment of  
[$0 - $70 / 90 day] supply 

Not available at a retail pharmacy unless the 
pharmacy agrees in writing to the same 
terms and conditions as the network 
provider. If pharmacy agrees to terms and 
conditions, mail order copayment will apply. 

Performance Drugs – mail 
order 

Deductible then  
Copayment of  
[$0 - $180 / 90 day] supply 

Not available at a retail pharmacy unless the 
pharmacy agrees in writing to the same 
terms and conditions as the network 
provider. If pharmacy agrees to terms and 
conditions, mail order copayment will apply.

Brand name drugs – mail 
order 

Deductible then  
Copayment of  
[$0 - $250 / 90 day] supply 

Not available at a retail pharmacy unless the 
pharmacy agrees in writing to the same 
terms and conditions as the network 
provider. If pharmacy agrees to terms and 
conditions, mail order copayment will apply.

Prescription drugs, other 
than specialty drugs, 
received as an inpatient or 
from a hospital or from a 
physician's office  

Deductible 
Coinsurance 

Deductible 
Coinsurance 
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SCHEDULE OF BENEFITS 

 
Effective Date:  [January 1, 2012] 
 
Words and phrases appearing in bold type have special meaning as set forth in Section VIII – Definitions 
or below.  
 
1. Payment of benefits for covered expenses are subject to the following: 
 
 Network Provider Non-Network Provider 

Employee only coverage   

Deductible  [$1,200 - $2,500] [$1,200 – $2,500] 

Coinsurance [20%] [45%] 

          Out-of-Pocket Maximum [$6,000 - $12,000] [$7,500 – $15,000] 

Family coverage   

Deductible  [$2,400 - $4,800] [$2,400 - $4,800] 

Coinsurance [20%] [45%] 

Out-of-Pocket Maximum [$12,000 - $20,000] [$15,000 – $20,000] 
 
The deductible and out-of-pocket maximums may be adjusted annually based on the Consumer Price 
Index (CPI) published by the US Department of Labor.    

2. Precertification Requirements 

         See Section I – General Provisions, 16. Pre-certification Requirements for details on the process. 

Precertification is required for the following services.   

a. durable medical equipment;  
b. diagnostic services: 

i. CAT scan, 
ii. MRI, 
iii. PET scan, and  
iv. sleep studies; 

c. home health care services; 
d. hospice care services; 
e. inpatient treatment in a hospital; 
f. inpatient stays for maternity services over the minimum duration listed; 
g. inpatient or transitional treatment for chemical dependency or mental illness; 
h. mastectomy; 
i. nursing facility services; 
j. orthotic devices;  
k. prescription drugs on the prior authorization list; 
l. prosthetic devices; 
m. rehabilitative services;  
n. surgeries;  
o. therapies:  

i. physical therapy,  
ii. occupational therapy,  
iii. speech therapy, and  
iv. intravenous therapy; and 

p. transplant services.  
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3. Definitions 

a. Brand name drug 

means drugs having the trademarked name of the drug on the package label that is not a 
performance drug or specialty drug. 

b. Coinsurance  

means the amount, calculated using a fixed percentage, paid by a covered person for certain 
covered expenses.   Coinsurance does not carryover from one calendar year to the next 
calendar year.  Coinsurance does not carryover from a prior insurer if the employer 
purchases this policy during the calendar year.   

c. Copayment  

means a specified dollar amount that a covered person is required to pay for certain covered 
expenses.   

d. Deductible 
means the amount that must be paid for certain covered expenses in a calendar year before 
we will begin paying benefits in that calendar year.  Expenses that are not covered expenses 
and penalties for failure to follow precertification requirements do not apply toward satisfying the 
deductible.   

If family coverage is purchased the family deductible must be satisfied before any benefits will 
be paid for the covered employee and his covered dependents.   

Deductible does not carryover from one calendar year to the next calendar year.   

If the employer purchases this policy during the calendar year, for covered persons that 
enroll when the employer’s coverage first becomes effective with us, any amount which was 
applied to the deductible for that covered person under the employer’s previous plan in that 
same calendar year will be carried over and applied to the deductible on the policy.  The 
amount of deductible carried over from a prior plan cannot exceed the amount of the 
deductible on this plan. 

e. Generic drug 

means a non-brand name drug that is not a performance drug or specialty drug which has: 

i. the same active ingredients, strength and dosage form; and  
ii. is determined by the FDA to be therapeutically equivalent to  
       the drug identified in the prescription. 

f. Out-of-pocket Maximum  
means the amount of deductible, copayment and coinsurance that the covered person or 
his family must pay each calendar year for covered expenses.  Expenses that are not 
covered expenses and pre-certification penalties do not apply to the out-of-pocket maximum. 

If family coverage is purchased the family out-of-pocket maximum must be met for the 
covered employee and his covered dependents combined each calendar year for 
deductibles, copayments and coinsurance for covered expenses.   

g. Performance drug  

means drugs appearing on a list of generic drugs and brand name drugs designated for use 
as performance drugs.  The list is subject to periodic review and modification.  The list is 
available at www.express-scripts.com.   

h. Specialty drug  

means a list of generic drugs and brand name drugs designated for use as specialty drugs.  
The list is subject to periodic review and modification.  The list is available at  
www.express-scripts.com.   
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4. Duration and coverage limits 
 
Autism spectrum disorders For a covered person up to age 18 diagnosed with "autism 

spectrum disorders" coverage for "applied behavior 
analysis" therapy is limited to $50,000 per calendar year. 

Hearing aids Coverage is limited to $1400 per ear every 3 years. 

Home health care services Coverage limited to [100 visits] per calendar year for 
network and non-network providers combined. 

In vitro fertilization Coverage is limited to a lifetime maximum of $15,000. 

Manipulative therapy Maximum of [26 visits] for manipulative therapy and 
related services are payable in any calendar year. 

Mental illness and chemical dependency 
services 

For mental illness and chemical dependency services 
combined, maximum benefit of [$2,500] per calendar year 
for outpatient services and [$50,000] per calendar year 
for inpatient and transitional treatment combined. 
Lifetime maximum of [$100,000] for all mental illness and 
chemical dependency services.   

If the employer has more than 50 employees these 
sublimits do not apply. 

These sublimits do not apply to serious mental illness or 
biologically based mental illness. 

Nursing facility charges Maximum of [60 days] per confinement with a total of [60 
days] per illness or injury. 

Prescription Drugs Maximum dispensing limits have been set on some 
prescription drugs.  Consult your pharmacy for details. 

If a generic drug or performance drug does not exist or a 
physician prescribes a brand name drug when medically 
necessary, the brand name drug copayment will apply.  

If the covered person requests a brand name drug when 
a generic drug is available, he will pay the brand name 
drug copayment plus the difference in cost between the 
brand name drug and the generic drug. 

Specialty drugs obtained from sources other than the 
specialty drug network provider are subject to non-
network specialty drug copayments plus the amount 
charged in excess of the network cost of the drug. 

Specialty drugs obtained as an inpatient, from a 
physician or from a hospital are subject to non-network 
specialty drug copayments plus the amount charged in 
excess of the network cost of the drug not deductible and 
coinsurance like other drugs received from these sources.  

The cost of prescription drugs in excess of the network 
cost of the drugs are not covered expenses. 

Some prescription drugs require prior authorization to be 
covered.  Consult your pharmacy for details. 
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5. Benefits for covered expenses will be paid subject to the following schedule.  Refer to Section VI -

Covered Services for details of what services are covered.      
 
Covered Services Network Provider Non-Network Provider 
All covered services not 
listed below 

Deductible  
Coinsurance 

Deductible 
Coinsurance 

Emergency care services  
 

Deductible 
Coinsurance  
 

Deductible 
Coinsurance  
For an emergency condition, the network 
provider deductible and coinsurance 
apply. 

Preventive care services Services paid at 100% Deductible 
Coinsurance 

Annual physical  
 

Benefit limited to [$500 - 
$1,000] per calendar year. 

Deductible 
Coinsurance 
Benefit limited to [$250 - $500] per 
calendar year. 

Generic drugs  Deductible then  
Copayment of 
 [$0 - $25 / 31 day] supply  
 
 

Deductible then  
Copayment of 
 [$0 - $25 / 31 day] supply plus the amount 
charged in excess of the network cost of 
the drug 

Performance Drugs Deductible then  
Copayment of 
[$0 - $60 / 31 day] supply  

Deductible then  
Copayment of 
[$0 - $60 / 31 day] supply plus the amount 
charged in excess of the network cost of 
the drug 

Brand name drugs Deductible then  
Copayment of 
[$0 - $100 / 31 day] supply  

Deductible then  
Copayment of 
[$0 - $100 / 31 day] supply plus the amount 
charged in excess of the network cost of 
the drug  

Specialty drugs  Deductible then  
Copayment of 
[$0 - $250 / 31 day] supply  

Deductible then  
Copayment of 
[$0 - $250 / 31 day] supply plus the amount 
charged in excess of the network cost of 
the drug  

Generic drugs – mail order Deductible then  
Copayment of  
[$0 - $70 / 90 day] supply 

Not available at a retail pharmacy unless the 
pharmacy agrees in writing to the same 
terms and conditions as the network 
provider. If pharmacy agrees to terms and 
conditions, mail order copayment will apply. 

Performance Drugs – mail 
order 

Deductible then  
Copayment of  
[$0 - $180 / 90 day] supply 

Not available at a retail pharmacy unless the 
pharmacy agrees in writing to the same 
terms and conditions as the network 
provider. If pharmacy agrees to terms and 
conditions, mail order copayment will apply.

Brand name drugs – mail 
order 

Deductible then  
Copayment of  
[$0 - $250 / 90 day] supply 

Not available at a retail pharmacy unless the 
pharmacy agrees in writing to the same 
terms and conditions as the network 
provider. If pharmacy agrees to terms and 
conditions, mail order copayment will apply.

Prescription drugs, other 
than specialty drugs,  
received as an inpatient or 
from a hospital or from a 
physician's office  

Deductible 
Coinsurance 

Deductible 
Coinsurance 
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FEDERATED MUTUAL INSURANCE COMPANY 
 

READABILITY CERTIFICATION 
for the state of 

      ARKANSAS 
 
 GH 03 10 (01-10 ed.) 
 GH 03 11 (01-10 ed.) 
 
 

To the best of my knowledge and belief, these forms meet the Flesch minimum reading ease 
score of the Arkansas readability requirements with a combined score of 50.41. 

 
    
 
 
 

 
 
Jeanne H. Hankerson       First Vice President 
 
August 25, 2011 
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TO OUR ARKANSAS POLICY AND CERTIFICATEHOLDERS: 
 
This notice is to inform you that you may contact the following if any complaints arise regarding this insurance: 
 

Federated Mutual Insurance Company 
Federated Service Insurance Company 

Federated Life Insurance Company 
P.O. Box 328 

Owatonna, MN 55060 
800-533-0472 

 
If we at Federated Mutual Insurance Company/Federated Life Insurance Company fail to provide you with 
reasonable and adequate service, you should feel free to contact: 
 

Arkansas Insurance Department 
Consumer Services Division 

1200 West Third Street 
Little Rock, AR 72201-1904 

 (800) 852-5494 or (501) 371-2640 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 FEDERATED MUTUAL INSURANCE COMPANY
 FEDERATED LIFE INSURANCE COMPANY 
 FEDERATED SERVICE INSURANCE COMPANY 

HOME OFFICE:  OWATONNA,  MN 55060-2401 
 ABCDEFGHIJ 
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 Phone: (507) 455-5200  800-533-0472 

 

FEDERATED MUTUAL INSURANCE COMPANY  FEDERATED LIFE INSURANCE COMPANY  FEDERATED SERVICE INSURANCE COMPANY 
HOME OFFICE: OWATONNA, MINNESOTA  55060  INTERNET: www.federatedinsurance.com 

 
 

 
 

FEDERATED MUTUAL INSURANCE COMPANY 
 

Owatonna, Minnesota 
 

August 25, 2011 
 

CERTIFICATE OF COMPLIANCE 
 

Arkansas 
 
 
 

                I hereby certify that Federated Mutual Insurance Company meets the 
                provisions set forth in Rule and Regulation 19 and 49 as well as all 
                applicable requirements of the Arkansas Department of Insurance.     

 
 
 
 
                                                                  

 
 
Jeanne H. Hankerson       First Vice President – Director of Compliance 
 
August 25, 2011 
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 Federated Mutual Insurance Company

 Federated Life Insurance Company

      Home Office
      121 East Park Square
      Owatonna, MN 55060

EMPLOYER ENROLLMENT FORM, CONTRIBUTION AND PARTICIPATION AGREEMENT
TO FEDERATED HEALTH CHOICE

SECTION I: GENERAL INFORMATION

1. Employer's Legal Name:  Phone No.:
 Fax No.:

2. Employer's Address:
County

3. Name and Title of Contact Person: FEIN #
4. Business is Corporation Partnership Proprietorship Other

Are any affiliated companies or subsidiaries to be included with the employer named above? Yes No   If yes,
explain and give details including names, addresses, number of employees and financial relationships.

5. Nature of Employer's Business: Date Established:
6. Number of Persons employed:     Part-time Full-time Total

Number of Employees: Enrolling In Waiting Period Covered Under Separate Employer's Plan
7. Does Employer employ any temporary, seasonal, commissioned or contract individuals? Yes No

If "yes", explain:
8. Are there any classes of employee (other than part-time) to be excluded from participation? Yes No   If "yes",

explain (number to be  excluded)
9. Are all employees covered by Social Security? Yes No       Workers Compensation? Yes No

Give names of those who are not
10. Has Employer ever been insured by or applied for Group Insurance with Federated? Yes No  If yes, when?

11. Is this plan intended to replace any existing group health coverage? Yes No Dental Coverage? Yes No
12. Is this plan to be in addition to any other group Life and/or Health presently in force? Yes No
13. Employer Contributions:  Please indicate the percent of monthly premium or specific dollar amount the employer

pays toward the cost of:
Employee's health Life Disability Income
Dependent's health Dental Other

SECTION II: BENEFITS APPLIED FOR

Health Plan 
ÄäÄãÄèÄíÃàÃáÃàÃàÂêÀàÀàÀàÂéÀàÀàÄäÃìÀïÀçÅàÄïÅåÄîÄäÂîÅãÄéÄçÄîÀàÀàÉèÈæÏïÁáÆæÀàÀéÀïÃçÀâÉêÈæÃíÁèÃçÁêÀæÀâÀàÀáÀàÂãÄïÄîÊâÄîÅéÀáÀà

#
ÄäÄãÄèÄíÃàÃáÃàÃàÂêÀàÀàÀàÀêÀàÀàÁàÆëÈàÀàÂëÀàÀàÀàÀìÀàÁéÀàÄäÀàÄäÄãÄèÄíÃàÃáÃàÃàÂêÀàÀàÀàÀàÀàÀàÀàÀàÀïÀè

Other            Requested Effective Date
Deductible $ Coinsurance PPO Network Name
Waiting Period - 1st of the month following 1 month 2 months 3 months

Other

Dental:* Yes No $1,000 $500 Other:
Disability Income: Yes No $100 $150 $200 $300 $400 $500
Life Insurance:** Level Amount $

Class Based Class I definition Amount $
Class II definition Amount $
Class III definition Amount $

* Limited to employers with 5 or more enrolled for health. New firms need to be replacing dental to qualify for $1,000 benefit.
** Amounts reduce at age 65, 70 and 75. See proposal

Any person who, with the intent to injure, defraud or deceive any insurance company, submits a statement of claim or application containing false,
incomplete or misleading information, may be subject to criminal and/or civil penalties.
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SECTION III: CONTRIBUTION AND PARTICIPATION AGREEMENT
The undersigned employer agrees:
1. That the information provided in this enrollment form is complete and true and will be the basis upon which insurance

may be approved under the policy.
2. That only persons who are actively working at least 30 hours per week on a regular basis for the undersigned

employer are eligible for insurance.
3. That if the employer is paying the entire cost of the plan, 100% of eligible employees and dependents not covered

under a separate employer's plan must be enrolled on the plan at all times.
4. That if employees contribute to the cost of the plan, a minimum of 85% of all eligible employees and dependents not

covered under a separate employer's plan must be enrolled at all times.
Exceptions: Georgia - must have at least 75% of all eligible enrolled

5. That in no event will the employer's participation in the plan be approved or continued unless a minimum of 2 eligible
employees are always insured by the plan. (Does not apply where state law prohibits.)

6. That all new full-time employees are eligible for participation in this plan on the first day of the month following
completion of the waiting period designated under Section II.

7. That no insurance will become effective without approval by Federated Mutual Insurance Company and Federated
Life Insurance Company from its Home Office and no coverage will become effective on any employee or dependent
who does not meet the eligibility provisions of the policy.

8. To contribute a percentage or dollar amount equivalent to a minimum of 70% of the employee premium or 35% of
total employee and dependent premium.

9. That the purchase of group life insurance is voluntary (at the employer level) for employers of two to fifty employees.
The undersigned employer, engaged primarily in the industry described in Section I, requests that Federated Mutual
Insurance Company and Federated Life Insurance Company, hereinafter called Federated, approve it for coverage under
the insurance policies.
If approved for insurance under the policies, the employer agrees to:
1. Be bound by the provisions of the insurance policies issued by Federated and as those policies may from time to

time be amended.
2. Remit an initial deposit equal to the first month's premium and pay all subsequent premium by the first of the month

as they come due and that failure to remit the required premium may result in termination of coverage.
3. Make the program of insurance available to all eligible employees and their eligible dependents.
4. Furnish to Federated or its designated agent any information required in connection with administration of the Plan.

SECTION IV: SIGNATURE
On behalf of the Employer, I hereby certify that I have read this enrollment form and that the information provided is true
and accurate.
Employer's Legal Name

Employer's Signature: Title:

Date Witness: Territory Code
(Authorized Federated Representative)

Agent's Name (print, type or stamp)



Internal use only: Acct #______________ 
 
 
 
 
     Federated Life Insurance Company 
     Federated Mutual Insurance Company 

      Attn: Group Health Administration 
      1929 S. Cedar, Owatonna, MN 55060 
      Toll Free: 1-800-377-9154  Fax: 507-446-4697 
 

SECTION 1: EMPLOYEE INFORMATION 

Employee’s Last Name                                                . First Name                                     . Middle Initial          .      Single 
     Married 

Number of dependent 
children:               . 

Social Security #                                          . Gender      M       F  Date of Birth                          . Height          ft.             in      Weight                   lbs 

Home street address       City/State/Zip 

Employer’s Name    City/State/Zip 

Job Title Are you an owner            Yes 
or officer?                         No 

Date employed  
full-time (mm/dd/yy): 

Hours worked 
per week 

Are you (the employee) actively working on a full-
time basis and receiving a W2 from this employer?       Yes          No If no longer receiving a wage from this employer, what was your last date 

of employment? (mm/dd/yy)                                                            N/A 

How may we contact you if 
we need more information?  

Cell Phone  (           )                          Home phone (            )                                                        
Work phone (           )                         Best time to call?                           am/pm (circle one) 

SECTION 2: DEPENDENT INFORMATION – List all dependents applying for coverage 
(Eligible dependents include legal spouse, unmarried children under age 25 or full-time students and disabled children of any age.) 

Spouse’s Last Name                                                   . First Name                                             . Middle Initial  ____ Date of Marriage            ____ 

Social Security #                                             . Gender      M        F  Date of Birth                           . Height             ft.          in       Weight                 lbs 

Dependent Child(ren) Names 
(First, Middle Initial, Last) Social Security Number Date of Birth 

(mm/dd/yy) Gender Relationship to Employee Resides 
in your home? 

 
        Male 

     Female 

     Natural/adopted child 
     Stepchild 
     Other 

     Yes 
     No 

        Male 
     Female 

     Natural/adopted child 
     Stepchild 
     Other 

     Yes 
     No 

        Male 
     Female 

     Natural/adopted child 
     Stepchild 
     Other 

     Yes 
     No 

        Male 
     Female 

     Natural/adopted child 
     Stepchild 
     Other 

     Yes 
     No 

SECTION 3: BENEFIT SELECTION 
(The availability of benefits are based on those offered by your employer) 

Select Employee Benefits                AND
                 (Choose One):           

 

                All coverages offered by employer 
                Life, Dental, & Short Term Disability Only  (if offered) 
                Currently enrolled in COBRA or State Continuation 
                No coverage  (complete Section 4) 

            Select Dependent Benefits 
                              (Choose One):   

 

          Spouse and dependent children 
          Spouse only 
          Dependent children only 
          No coverage (complete Section 4) 

SECTION 4: DECLINING COVERAGE 
(Complete if declining coverage for you, your spouse, or your dependent children) 

I am declining health coverage for (check all that apply)         myself           my spouse         my children 
because I/we are (choose one)         covered elsewhere.  Name of insurer:                                                   . 
                                                                 other                         Explain:                                                                  . 

IMPORTANT:  DESCRIPTION OF SPECIAL ENROLLMENT RIGHTS 
If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance coverage, you may in the future be able to enroll yourself or your 
dependents in this plan, provided that you are otherwise eligible and request enrollment within 30 days after your coverage ends.  In addition, if you have a new dependent as a result of marriage, 
birth, adoption, or placement for adoption, you may be able to enroll yourself and your dependents, provided that you request enrollment within 30 days after the marriage, birth, adoption, or 
placement for adoption.  If no additional premium is required for a new dependent, the 30-day enrollment requirement does not apply. 

SECTION 5: LIFE INSURANCE BENEFICIARY 
(Complete only if applying for life insurance) 

Primary Beneficiary:                                                                                     Contingent Beneficiary(ies):  
 

Legal Name                                                                Relationship                                Legal Name                                                     Relationship 
  

Date of Birth                   Address                                                                                   Legal Name                                                    Relationship

Continue on Reverse Side 

Please print in black ink 

 Employee Enrollment 
and Record Form

Please complete this form 
carefully.   

The effective date may be 
delayed if vital information is 

missing. 

4420 Ed. 01/09 



SECTION 6: HEALTH INFORMATION 
(Answer each of the following for you, your spouse, and each dependent listed in section 2) 

During the past 5 years, has any person had,  
been told they have, or received 
treatment or follow-up care for: 

Circle all that apply and provide details in Sections 7 and 8  

1.      Yes   No Heart/Circulatory  High Blood Pressure,  High Cholesterol,  Stroke,  Heart Attack,  Angioplasty,  Aneurysm,  Vascular Disease,  
By-Pass Surgery,  Irregular Heart Beat, Heart Valve Problems,  Anemia,   Blood Disorder,  Other 

2.      Yes   No Lung/Respiratory  Allergies,   Asthma,   Cystic Fibrosis,   Emphysema,   Sleep Apnea,  COPD,   Other       

3.      Yes   No Intestinal/Endocrine/ 
Digestive/Liver  Diabetes (Type I or II),   Hepatitis,   Colitis,   Ulcerative Colitis,   Pancreatitis,   Cirrhosis,   Diverticulitis 

Hiatal Hernia,   Crohn’s Disease,   Thyroid Disorder,   Other 
4.      Yes   No Urinary/Kidney  Kidney Stones,   Dialysis,   Polycystic Kidneys,   Infection,   Renal Failure,   Enlarged Prostate,   Other 
5.      Yes   No Brain/Nervous  Multiple Sclerosis,   Epilepsy,   Seizures,   Cerebral Palsy,   Paralysis,   Brain Injury,   Other 

6.      Yes   No Skeletal/Muscle  Back/Neck Pain,   Hernia,    Fibromyalgia,    Lupus  Muscular Dystrophy,    Osteoarthritis,    
Rheumatoid Arthritis,    Joint Replacement,     Artificial Limb,    Other 

7.      Yes   No Mental Health  Anxiety,   Depression,   Alcohol/Drug Abuse,   ADD/ADHD,   Bipolar,   Anorexia/Bulimia,  Other 

8.      Yes   No Cancer/Tumor/Growth  Cancer or Tumor (provide location below),   Benign Polyp,   Hodgkins,   Leukemia,   Other 

9.      Yes   No Transplant  If transplant complete:   Organ _________________   Date of Transplant ____________ 
If transplant pending:     Organ _________________    Date Expected      ____________ 

10.    Yes   No Has any person been diagnosed or treated by a physician for AIDS, ARC, or AIDS related condition? 
11a.  Yes   No Are you or an eligible dependent (even if not enrolling for coverage) an expectant parent?  If yes, due date is :_________ 

11b.  Yes   No Are there previous or current complications, previous or current multiple births, or a C-section expected (Circle all that apply & 
explain in Sections 7 and 8). 

12.    Yes   No Is any person to be insured currently disabled, hospitalized, on medical leave, or handicapped?  (circle all that apply) 

13.    Yes   No Other than #1-12 above has any person received medical advice or treatment for any condition during the past 5 years? If yes, 
explain in Sections 7 and 8. 

14.    Yes   No Is there any medical condition that will require treatment or surgery in the next 24 months on any person to be insured? If yes, 
explain in Sections 7 and 8. 

15.    Yes   No Tobacco Use:    By whom?                                              Type?                                  Start Date?                       Stop Date? 

16.    Yes   No 
Are any of the above conditions or medications currently covered under 
Medicare, worker's compensation, auto, or liability coverage? (If yes, circle 
coverage that applies) 

List the condition(s) 

                                                                                . 
 

SECTION 7: Complete for ALL medical conditions circled and/or checked above 
(Please use an additional page, if needed) 

Question 
# Person’s Name Diagnosis (name of injury or 

illness) Treatment Received Date of Onset Date of full recovery 
or “Not yet recovered” 

      

      

      

      

SECTION 8: MEDICATIONS: Complete for each person applying for coverage 
 (List ALL medications taken, use an additional page if needed) 

Question 
# Person’s Name Medication Reason Prescribed # per 

day 
Dosage 
(mg/gm) 

Date first 
prescribed Still Prescribed? 

        Yes  No 
        Yes  No 
        Yes  No 
        Yes  No 

        Yes  No 

SECTION 9:  EMPLOYEE AUTHORIZATION AND REPRESENTATION 
(Read this section, sign, and date this form even if not enrolling for coverage) 

A person who submits an application or files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime. 
 

Agreement:  I certify that I have read or have had read to me the completed form and the above answers are, to the best of my knowledge and belief, 
complete and true and, together with any supplements thereto, shall be the basis for any certificate of insurance issued and that the insurance company may 
withdraw the coverage for which I am applying and may consider such coverage as having never been in effect, if any information is substantially incomplete 
or incorrect. 
 

I hereby enroll  (or decline to be enrolled) in group insurance plan(s) through Federated Insurance.  With my enrollment, I authorize my employer to deduct 
from my earnings an amount sufficient for my contribution, if any, toward the group insurance premiums. 
 
 
 

_______________________________________      ______________            ____________________________________________      ______________ 
                  Employee’s Signature                        Date Signed                    Spouse’s Signature (if applying for coverage)              Date Signed 

 

This form MUST be dated and signed 4420 Ed. 01/09 



Actuarial Memorandum 
For Federated Mutual Insurance Company 

State of Arkansas 
Policy Form #: GH 03 10 (01-12 ed.) 

Certificate Form #:  GH 03 11 (01-12 ed.) 

AR-FHC3-201201 1 08/25/11 

 
 
Purpose of Document 

The purpose of this document is to file the rating formula and rates for 
Federated Mutual Insurance Company’s (Federated) Policy Form GH 03 10 
(01-12 ed.) and Certificate Form GH 03 11 (01-12 ed.).  
 
Policy Form GH 03 10 (01-12 ed.) and Certificate Form GH 03 11 (01-12 ed.) 
will replace products that Federated currently markets (GH 00 11 (01-02 ed.) 
and GH 00 11 (08-06 ed.)). The proposed rates for the new forms are 
identical to the rates for the current forms and experience on these forms will 
be pooled for rating purposes.   
 
This filing does not include a rate increase and is not intended to be 
used for other purposes. 
 

Benefit Plan Provisions 
     The forms listed above are Preferred Provider Organization (PPO) health  
     insurance products marketed to small employers (2 to 25 employees) and  
     large employers (more than 25 employees).  Benefits are comprehensive in 
     nature, and include prescription drugs.  Deductibles for these products range   
     from $0 to $10,000.  A complete listing of the plan options for deductible,  
     coinsurance, and out-of-pocket maximum is shown in Attachment A. 
 
Rating Factor Development 

The current rate structure on forms GH 00 11 (01-02 ed.) and GH 00 11 (08-
06 ed.) has been in force since January 1, 2011 and is expected to be in force 
for a year.  Federated expects to file a rate increase for all products, effective 
January 1, 2012.   
 

     Rating factors are developed based on Federated’s nationwide and Arkansas- 
     specific experience for similar products over a three-to-five year period.   The  
     following parameters are used in rate development: 
 
     Morbidity 

Policy experience on forms (GH 00 11 (01-02 ed.) and GH 00 11 (08-06 
ed.) in Arkansas and Nationwide is shown in Attachment B. 
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Rating Factor Development, continued 

Target Loss Ratio 
Federated assumes a target loss ratio (incurred claims to earned 
premium) of 82% over the period these rates will be in effect. 
 
The 82% loss ratio described in this memorandum follows the traditional 
definition of incurred claims divided by earned premium.  This definition 
does not include adjustments defined in ACA, such as the addition of 
quality improvement expenses to the numerator or the removal of taxes 
and assessments from the denominator.  
 

Anticipated Loss Ratio 
The anticipated loss ratio for these forms is 82% over the period in which 
these rates will be in effect.  Premium rates are guaranteed for the first 
twelve months after issue, and are assumed to increase annually 
thereafter. 

  
Expenses 

Expenses are assumed to be 16% of premium, including commissions, 
taxes, assessments, network access fees, and general administrative 
expenses.  This value is based on Federated’s historical expense levels. 

 
Premium Classes 

Federated does not use different premium classes for these forms. 
 

Trend Assumptions 
           Federated applies a monthly trend factor to new and renewal business  
           rates.  Trend factors in use for 2011 are shown in Attachment A. 
 

Effective Date 
The effective date for these rates was January 1, 2011. 

 
Arkansas Specific Information 

As of June 30, 2011 Federated had 44 groups in force in the State of 
Arkansas on forms GH 00 11 (01-02 ed.) and GH 00 11 (08-06 ed.). 
 

      As of June 30, 2011, the average annual premium per member in the State 
    of Arkansas was approximately $5,825. 

 
Policy experience for Arkansas employer group health insurance is provided 
in Attachment B. 
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Rating Factors 
     All rating factors used in Federated’s rating methodology are identified in 
     Attachment A. 
 
     Area Factors 

     Area factors are based on counties, not zip codes.  For a listing of 
     counties in each area see Attachment A. 
 
Plan Factors 

           Plan factors vary based on the actuarial differences in benefit 
      costs.  The plan factors are shown in Attachment A. 
 

Mechanism to Insure Compliance 
     The rating factors shown in Attachment A are maintained by the actuarial  
      department in a “Rate Generator” that is used for all new and renewal pricing.  
      The actuarial department regularly monitors the health status factor to insure 
      that the value does not vary from the index rate by more than 25% for  
      groups of 2 to 25 employees. 
 
Compliance with the Patient Protection and Affordable Care Act 
      All health insurance group master policies and group certificates used in the 
      State of Arkansas are in compliance with all applicable health insurance 
      requirements of the Patient Protection and Affordable Care Act (P.L. 111- 
      148), as amended, in effect at the time of this filing. 
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Actuarial Certification 
I, Stephen T. Custis, am Vice President and Director of Actuarial Services – 
Health for Federated Mutual Insurance Company.  I am a member of the 
American Academy of Actuaries, and meet the Qualification Standards of the 
Academy to render the prescribed statement of actuarial opinion contained 
herein.  I certify that, to the best of my knowledge and judgment, the rating 
methodology in this memorandum: 

 
• Is in compliance with the applicable laws and regulations of the State 

of Arkansas and the applicable Federal statutes and regulations and 
 

• Complies with all applicable Actuarial Standards of Practice. 
 

 
   
 
          
Signature: ________________________________ 
   Stephen T. Custis, FSA, MAAA 
                           Vice President 
   Director of Actuarial Services, Health 
   Federated Mutual Insurance Company 

Digitally signed by Steve Custis 
Date: 2011.08.25 08:55:10 
-05'00'
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Attachment A – Rating Formula 
 
Rates are calculated individually for each member of a group based on the 
formula shown below.  
 
Rating Formula 
 
 

Factor Notes 

Index Rate *  

Trend Factor *  

Policy Factor *  

Area Factor *  

Age/Gender Factor * Maximum of 3 children is charged per family.   

Industry Factor *  

PPO Factor *  

Group Size Factor *  

Health Status Factor = Based on Claim Experience.  Does not vary from 
midpoint rate by more than 25% for groups of 2-25 
employees. 

Base Plan Premium  

 
 
The age/gender factor varies by individual within a group.  All other factors are 
applied on a group-by-group basis.   
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Table A-1: Index Rate: $371.83

Table A-2: Trend Factor:

Effective Date of Rate Increase: Factor*
Jan-2011 1.0000
Feb-2011 1.0100
Mar-2011 1.0201
Apr-2011 1.0303
May-2011 1.0406
Jun-2011 1.0510
Jul-2011 1.0615
Aug-2011 1.0721
Sep-2011 1.0828
Oct-2011 1.0936
Nov-2011 1.1045
Dec-2011 1.1155

Attachment A - Rating Formula
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Actuarial Memorandum
Rate Filing for Federated Mutual Insurance Company

State of Arkansas
Policy Form #: GH 03 10 (01-12 ed.)

Certificate Form #: GH 03 11 (01-12 ed.)

Table A-3: Policy Factor:

Policy

In-Network 
Office 
Visit Deductible

In-Network
Coinsurance

Out-Network
Coinsurance

In-Network 
Individual Out 
Of Pocket Max

Out-Network 
Individual Out 
Of Pocket Max

In-Network 
Family Out 

Of Pocket Max

Out-Network 
Family Out 

Of Pocket Max
Emergency

Room
Generic 
Drugs ^

Preferred
Drugs ^

Non-
Preferred
Drugs ^

Annual 
Maximum Policy Factor

Copay Plans
9278 $20 $300 100% 80% $300 $2,300 $600 $4,600 $100 $10 $30 $45 3 M 0.9978
9279 $20 $500 100% 80% $500 $2,500 $1,000 $5,000 $100 $10 $30 $45 3 M 0.9819
9200 $30 $0 90% 70% $1,500 $3,500 $3,000 $7,000 $100 $10 $30 $45 3 M 1.0026
9201 $30 $300 90% 70% $1,300 $3,300 $2,600 $6,600 $100 $10 $30 $45 3 M 0.9401
9202 $30 $500 90% 70% $1,500 $3,500 $3,000 $7,000 $100 $10 $30 $45 3 M 0.9260
9203 $30 $750 90% 70% $1,750 $3,750 $3,500 $7,500 $100 $10 $30 $45 3 M 0.9102
9204 $30 $1,000 90% 70% $2,000 $4,000 $4,000 $8,000 $100 $10 $30 $45 3 M 0.8959
9205 $30 $1,250 90% 70% $2,250 $4,250 $4,500 $8,500 $100 $10 $30 $45 3 M 0.8827
9206 $30 $1,500 90% 70% $2,500 $4,500 $5,000 $9,000 $100 $10 $30 $45 3 M 0.8703
9207 $30 $2,000 90% 70% $3,000 $5,000 $6,000 $10,000 $100 $10 $30 $45 3 M 0.8477
9208 $30 $2,500 90% 70% $3,500 $5,500 $7,000 $11,000 $100 $10 $30 $45 3 M 0.8274
9209 $30 $3,000 90% 70% $4,000 $6,000 $8,000 $12,000 $100 $10 $30 $45 3 M 0.8091
9210 $30 $5,000 90% 70% $6,000 $8,000 $12,000 $16,000 $100 $10 $30 $45 3 M 0.7491
9211 $30 $0 80% 60% $2,500 $4,500 $5,000 $9,000 $100 $10 $30 $45 3 M 0.9624
9212 $30 $300 80% 60% $2,300 $4,300 $4,600 $8,600 $100 $10 $30 $45 3 M 0.9054
9213 $30 $500 80% 60% $2,500 $4,500 $5,000 $9,000 $100 $10 $30 $45 3 M 0.8930
9214 $30 $750 80% 60% $2,750 $4,750 $5,500 $9,500 $100 $10 $30 $45 3 M 0.8789
9215 $30 $1,000 80% 60% $3,000 $5,000 $6,000 $10,000 $100 $10 $30 $45 3 M 0.8660
9216 $30 $1,250 80% 60% $3,250 $5,250 $6,500 $10,500 $100 $10 $30 $45 3 M 0.8541
9217 $30 $1,500 80% 60% $3,500 $5,500 $7,000 $11,000 $100 $10 $30 $45 3 M 0.8429
9218 $30 $2,000 80% 60% $4,000 $6,000 $8,000 $12,000 $100 $10 $30 $45 3 M 0.8223
9219 $30 $2,500 80% 60% $4,500 $6,500 $9,000 $13,000 $100 $10 $30 $45 3 M 0.8038
9220 $30 $3,000 80% 60% $5,000 $7,000 $10,000 $14,000 $100 $10 $30 $45 3 M 0.7869
9221 $30 $5,000 80% 60% $7,000 $9,000 $14,000 $18,000 $100 $10 $30 $45 3 M 0.7315
920A $30 $0 80% 55% $2,500 $5,000 $5,000 $10,000 $100 $10 $30 $45 3 M 0.9583
920B $30 $300 80% 55% $2,300 $4,800 $4,600 $9,600 $100 $10 $30 $45 3 M 0.9007
920C $30 $500 80% 55% $2,500 $5,000 $5,000 $10,000 $100 $10 $30 $45 3 M 0.8885
920D $30 $750 80% 55% $2,750 $5,250 $5,500 $10,500 $100 $10 $30 $45 3 M 0.8746
920E $30 $1,000 80% 55% $3,000 $5,500 $6,000 $11,000 $100 $10 $30 $45 3 M 0.8619
920F $30 $1,250 80% 55% $3,250 $5,750 $6,500 $11,500 $100 $10 $30 $45 3 M 0.8501
920G $30 $1,500 80% 55% $3,500 $6,000 $7,000 $12,000 $100 $10 $30 $45 3 M 0.8391
920H $30 $2,000 80% 55% $4,000 $6,500 $8,000 $13,000 $100 $10 $30 $45 3 M 0.8187
920I $30 $2,500 80% 55% $4,500 $7,000 $9,000 $14,000 $100 $10 $30 $45 3 M 0.8004
920J $30 $3,000 80% 55% $5,000 $7,500 $10,000 $15,000 $100 $10 $30 $45 3 M 0.7837
920K $30 $5,000 80% 55% $7,000 $9,500 $14,000 $19,000 $100 $10 $30 $45 3 M 0.7288

^  Mail order drugs $20/$60/$100
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State of Arkansas
Policy Form #: GH 03 10 (01-12 ed.)

Certificate Form #: GH 03 11 (01-12 ed.)

Table A-3: Policy Factor:

Policy

In-Network 
Office 
Visit Deductible

In-Network
Coinsurance

Out-Network
Coinsurance

In-Network 
Individual Out 
Of Pocket Max

Out-Network 
Individual Out 
Of Pocket Max

In-Network 
Family Out 

Of Pocket Max

Out-Network 
Family Out 

Of Pocket Max
Emergency

Room
Generic 
Drugs ^

Preferred
Drugs ^

Non-
Preferred
Drugs ^

Annual 
Maximum Policy Factor

No Copay Plans
9225 N/A $1,000 100% 80% $1,000 $3,000 $2,000 $6,000 N/A $10 $30 $45 3 M 0.8846
9280 N/A $1,250 100% 80% $1,250 $3,250 $2,500 $6,500 N/A $10 $30 $45 3 M 0.8618
9226 N/A $1,500 100% 80% $1,500 $3,500 $3,000 $7,000 N/A $10 $30 $45 3 M 0.8412
9227 N/A $2,000 100% 80% $2,000 $4,000 $4,000 $8,000 N/A $10 $30 $45 3 M 0.8046
9281 N/A $2,500 100% 80% $2,500 $4,500 $5,000 $9,000 N/A $10 $30 $45 3 M 0.7733
9282 N/A $3,000 100% 80% $3,000 $5,000 $6,000 $10,000 N/A $10 $30 $45 3 M 0.7458
9228 N/A $5,000 100% 80% $5,000 $7,000 $10,000 $14,000 N/A $10 $30 $45 3 M 0.6609
9229 N/A $10,000 100% 80% $10,000 $12,000 $20,000 $24,000 N/A $10 $30 $45 3 M 0.5327
9230 N/A $0 90% 70% $1,500 $3,500 $3,000 $7,000 N/A $10 $30 $45 3 M 0.9855
9231 N/A $500 90% 70% $1,500 $3,500 $3,000 $7,000 N/A $10 $30 $45 3 M 0.8933
9232 N/A $750 90% 70% $1,750 $3,750 $3,500 $7,500 N/A $10 $30 $45 3 M 0.8681
9233 N/A $1,000 90% 70% $2,000 $4,000 $4,000 $8,000 N/A $10 $30 $45 3 M 0.8453
9234 N/A $1,500 90% 70% $2,500 $4,500 $5,000 $9,000 N/A $10 $30 $45 3 M 0.8060
9235 N/A $0 80% 60% $2,500 $4,500 $5,000 $9,000 N/A $10 $30 $45 3 M 0.9288
9236 N/A $500 80% 60% $2,500 $4,500 $5,000 $9,000 N/A $10 $30 $45 3 M 0.8490
9237 N/A $750 80% 60% $2,750 $4,750 $5,500 $9,500 N/A $10 $30 $45 3 M 0.8269
9238 N/A $1,000 80% 60% $3,000 $5,000 $6,000 $10,000 N/A $10 $30 $45 3 M 0.8067
9239 N/A $1,500 80% 60% $3,500 $5,500 $7,000 $11,000 N/A $10 $30 $45 3 M 0.7714
9240 N/A $2,000 80% 60% $4,000 $6,000 $8,000 $12,000 N/A $10 $30 $45 3 M 0.7413
9241 N/A $2,500 80% 60% $4,500 $6,500 $9,000 $13,000 N/A $10 $30 $45 3 M 0.7152
9242 N/A $3,000 80% 60% $5,000 $7,000 $10,000 $14,000 N/A $10 $30 $45 3 M 0.6920
9243 N/A $5,000 80% 60% $7,000 $9,000 $14,000 $18,000 N/A $10 $30 $45 3 M 0.6196
9244 N/A $10,000 80% 60% $12,000 $14,000 $24,000 $28,000 N/A $10 $30 $45 3 M 0.5078
920L N/A $1,000 100% 75% $1,000 $3,500 $2,000 $7,000 N/A $10 $30 $45 3 M 0.8794
920M N/A $1,250 100% 75% $1,250 $3,750 $2,500 $7,500 N/A $10 $30 $45 3 M 0.8566
920N N/A $1,500 100% 75% $1,500 $4,000 $3,000 $8,000 N/A $10 $30 $45 3 M 0.8360
920O N/A $2,000 100% 75% $2,000 $4,500 $4,000 $9,000 N/A $10 $30 $45 3 M 0.7996
920P N/A $2,500 100% 75% $2,500 $5,000 $5,000 $10,000 N/A $10 $30 $45 3 M 0.7683
920Q N/A $3,000 100% 75% $3,000 $5,500 $6,000 $11,000 N/A $10 $30 $45 3 M 0.7409
920R N/A $5,000 100% 75% $5,000 $7,500 $10,000 $15,000 N/A $10 $30 $45 3 M 0.6562
922C N/A $6,000 100% 75% $6,000 $8,500 $12,000 $16,000 N/A $10 $30 $45 3 M 0.6241
920S N/A $10,000 100% 75% $10,000 $12,500 $20,000 $25,000 N/A $10 $30 $45 3 M 0.5286
921S N/A $0 80% 55% $2,500 $5,000 $5,000 $10,000 N/A $10 $30 $45 3 M 0.9247
921T N/A $500 80% 55% $2,500 $5,000 $5,000 $10,000 N/A $10 $30 $45 3 M 0.8442
921U N/A $750 80% 55% $2,750 $5,250 $5,500 $10,500 N/A $10 $30 $45 3 M 0.8221
921V N/A $1,000 80% 55% $3,000 $5,500 $6,000 $11,000 N/A $10 $30 $45 3 M 0.8019
921W N/A $1,500 80% 55% $3,500 $6,000 $7,000 $12,000 N/A $10 $30 $45 3 M 0.7667
921X N/A $2,000 80% 55% $4,000 $6,500 $8,000 $13,000 N/A $10 $30 $45 3 M 0.7366
921Y N/A $2,500 80% 55% $4,500 $7,000 $9,000 $14,000 N/A $10 $30 $45 3 M 0.7105
921Z N/A $3,000 80% 55% $5,000 $7,500 $10,000 $15,000 N/A $10 $30 $45 3 M 0.6874
922A N/A $5,000 80% 55% $7,000 $9,500 $14,000 $19,000 N/A $10 $30 $45 3 M 0.6152
922D N/A $6,000 80% 55% $8,000 $10,500 $16,000 $20,000 N/A $10 $30 $45 3 M 0.5875
922B N/A $10,000 80% 55% $12,000 $14,500 $24,000 $29,000 N/A $10 $30 $45 3 M 0.5040

^  Mail order drugs $20/$60/$100
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State of Arkansas
Policy Form #: GH 03 10 (01-12 ed.)

Certificate Form #: GH 03 11 (01-12 ed.)

Table A-3: Policy Factor:

Policy

In-Network 
Office 
Visit Deductible

In-Network
Coinsurance

Out-Network
Coinsurance

In-Network 
Individual Out 
Of Pocket Max

Out-Network 
Individual Out 
Of Pocket Max

In-Network 
Family Out 

Of Pocket Max

Out-Network 
Family Out 

Of Pocket Max
Emergency

Room
Generic 
Drugs ^

Preferred
Drugs ^

Non-
Preferred
Drugs ^

Annual 
Maximum Policy Factor

Gold 70 Plans
9265 20%** $300 70% 50% $3,300 $5,300 $6,600 $10,600 30%** $10 $30 $45 3 M 0.8399
9266 20%** $500 70% 50% $3,500 $5,500 $7,000 $11,000 30%** $10 $30 $45 3 M 0.8311
9267 20%** $750 70% 50% $3,750 $5,750 $7,500 $11,500 30%** $10 $30 $45 3 M 0.8208
9268 20%** $1,000 70% 50% $4,000 $6,000 $8,000 $12,000 30%** $10 $30 $45 3 M 0.8112
9269 20%** $1,250 70% 50% $4,250 $6,250 $8,500 $12,500 30%** $10 $30 $45 3 M 0.8021
9270 20%** $1,500 70% 50% $4,500 $6,500 $9,000 $13,000 30%** $10 $30 $45 3 M 0.7933
9271 20%** $2,000 70% 50% $5,000 $7,000 $10,000 $14,000 30%** $10 $30 $45 3 M 0.7769
9272 20%** $2,500 70% 50% $5,500 $7,500 $11,000 $15,000 30%** $10 $30 $45 3 M 0.7617
9273 20%** $3,000 70% 50% $6,000 $8,000 $12,000 $16,000 30%** $10 $30 $45 3 M 0.7477
9274 20%** $5,000 70% 50% $8,000 $10,000 $16,000 $20,000 30%** $10 $30 $45 3 M 0.7004

Gold 80 Plans
9245 20%** $300 80% 60% $2,300 $4,300 $4,600 $8,600 20%** $10 $30 $45 3 M 0.8784
9246 20%** $500 80% 60% $2,500 $4,500 $5,000 $9,000 20%** $10 $30 $45 3 M 0.8680
9247 20%** $750 80% 60% $2,750 $4,750 $5,500 $9,500 20%** $10 $30 $45 3 M 0.8562
9248 20%** $1,000 80% 60% $3,000 $5,000 $6,000 $10,000 20%** $10 $30 $45 3 M 0.8452
9249 20%** $1,250 80% 60% $3,250 $5,250 $6,500 $10,500 20%** $10 $30 $45 3 M 0.8350
9250 20%** $1,500 80% 60% $3,500 $5,500 $7,000 $11,000 20%** $10 $30 $45 3 M 0.8252
9251 20%** $2,000 80% 60% $4,000 $6,000 $8,000 $12,000 20%** $10 $30 $45 3 M 0.8069
9252 20%** $2,500 80% 60% $4,500 $6,500 $9,000 $13,000 20%** $10 $30 $45 3 M 0.7901
9253 20%** $3,000 80% 60% $5,000 $7,000 $10,000 $14,000 20%** $10 $30 $45 3 M 0.7747
9254 20%** $5,000 80% 60% $7,000 $9,000 $14,000 $18,000 20%** $10 $30 $45 3 M 0.7231
920T 20%** $300 80% 55% $2,300 $4,800 $4,600 $9,600 20%** $10 $30 $45 3 M 0.8739
920U 20%** $500 80% 55% $2,500 $5,000 $5,000 $10,000 20%** $10 $30 $45 3 M 0.8637
920V 20%** $750 80% 55% $2,750 $5,250 $5,500 $10,500 20%** $10 $30 $45 3 M 0.8521
920W 20%** $1,000 80% 55% $3,000 $5,500 $6,000 $11,000 20%** $10 $30 $45 3 M 0.8414
920X 20%** $1,250 80% 55% $3,250 $5,750 $6,500 $11,500 20%** $10 $30 $45 3 M 0.8313
920Y 20%** $1,500 80% 55% $3,500 $6,000 $7,000 $12,000 20%** $10 $30 $45 3 M 0.8216
920Z 20%** $2,000 80% 55% $4,000 $6,500 $8,000 $13,000 20%** $10 $30 $45 3 M 0.8036
921A 20%** $2,500 80% 55% $4,500 $7,000 $9,000 $14,000 20%** $10 $30 $45 3 M 0.7871
921B 20%** $3,000 80% 55% $5,000 $7,500 $10,000 $15,000 20%** $10 $30 $45 3 M 0.7719
922E 20%** $6,000 80% 55% $8,000 $10,500 $16,000 $20,000 20%** $10 $30 $45 3 M 0.6997

**  The deductible is waived for in-network services performed in a physician's office or emergency room.
^  Mail order drugs $20/$60/$100
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Rate Filing for Federated Mutual Insurance Company

State of Arkansas
Policy Form #: GH 03 10 (01-12 ed.)

Certificate Form #: GH 03 11 (01-12 ed.)

Table A-3: Policy Factor:

Policy

In-Network 
Office 
Visit Deductible

In-Network
Coinsurance

Out-Network
Coinsurance

In-Network 
Individual Out 
Of Pocket Max

Out-Network 
Individual Out 
Of Pocket Max

In-Network 
Family Out 

Of Pocket Max

Out-Network 
Family Out 

Of Pocket Max
Emergency

Room
Generic 
Drugs ^

Preferred
Drugs ^

Non-
Preferred
Drugs ^

Annual 
Maximum Policy Factor

HSA - Eligible Plans
9276 none *   $2,400^^ 80% 60% $3,400 $6,800 $6,800 $13,600 none * none * none * none * 3 M 0.6476
9256 none * $2,750 80% 60% $3,750 $7,500 $7,500 $15,000 none * none * none * none * 3 M 0.6247
9257 none * $4,000 80% 60% $5,000 $10,000 $10,000 $20,000 none * none * none * none * 3 M 0.5571
9277 none *   $2,400^^ 100% 80% $2,400 $4,800 $4,800 $9,600 none * none * none * none * 3 M 0.6946
9258 none * $2,750 100% 80% $2,750 $5,500 $5,500 $11,000 none * none * none * none * 3 M 0.6683
9259 none * $5,000 100% 80% $5,000 $10,000 $10,000 $20,000 none * none * none * none * 3 M 0.5438
921E none *   $2,400^^ 80% 55% $3,400 $7,000 $6,800 $14,000 none * none * none * none * 3 M 0.6427
921F none * $2,750 80% 55% $3,750 $8,000 $7,500 $16,000 none * none * none * none * 3 M 0.6196
922G none * $3,500 80% 55% $5,500 $8,000 $11,000 $16,000 none * none * none * none * 3 M 0.5590
922H none * $3,950# 80% 55% $5,950 $8,450 $11,900 $16,900 none * none * none * none * 3 M 0.5377
921G none * $4,000 80% 55% $5,000 $10,500 $10,000 $21,000 none * none * none * none * 3 M 0.5521
922I none * $5,000 80% 55% $5,950 $8,450 $11,900 $16,900 none * none * none * none * 3 M 0.5120
922J none *   $1,200## 100% 75% $1,200 $3,700 $2,400 $7,400 none * none * none * none * 3 M 0.7597
921H none *   $2,400^^ 100% 75% $2,400 $5,000 $4,800 $10,000 none * none * none * none * 3 M 0.6892
921I none * $2,750 100% 75% $2,750 $6,000 $5,500 $12,000 none * none * none * none * 3 M 0.6627
922K none * $3,500 100% 75% $3,500 $6,000 $7,000 $12,000 none * none * none * none * 3 M 0.6148
921J none * $5,000 100% 75% $5,000 $10,500 $10,000 $21,000 none * none * none * none * 3 M 0.5383
922L none * $5,950# 100% 75% $5,950 $8,450 $11,900 $16,900 none * none * none * none * 3 M 0.5026

*   Benefits covered under deductible and coinsurance
**  The deductible is waived for in-network services performed in a physician's office or emergency room.
^  Mail order drugs $20/$60/$100
^^  Federated intends to increase the deductible on Plans 9276, 9277, 921E, and 921H to keep pace with the minimum family deductible as defined by the Internal Revenue Code.
#  Federated intends to increase the deductible on 922H and 922L to keep pace with the in-network out-of-pocket maximum as defined by the Internal Revenue Code.
##  Federated intends to increase the deductible on Plan 922J to keep pace with the minimum individual deductible as defined by the Internal Revenue Code.
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State of Arkansas
Policy Form #: GH 03 10 (01-12 ed.)

Certificate Form #: GH 03 11 (01-12 ed.)

Table A-3: Policy Factor, continued:

Plans not sold after January 1, 2007:

Policy Deductible
In-Network

Coinsurance Policy Factor

5670 $0 90% 1.0377
5680 $0 80% 0.9929
5745 $0 90% 1.0273
5746 $0 80% 0.9693
5664 $250 90% 1.0000
5666 $300 80% 0.9672
5665 $500 90% 0.9694
5667 $500 80% 0.9425
5668 $300 50% 0.9281
5671 $300 90% 0.9728
5672 $500 90% 0.9574
5673 $750 90% 0.9397
5681 $300 80% 0.9341
5682 $500 80% 0.9205
5683 $750 80% 0.9049
5669 $500 50% 0.9076
5674 $1,000 90% 0.9126
5773 $1,250 90% 0.8977
5675 $1,500 90% 0.8839
5676 $2,000 90% 0.8585
5677 $2,500 90% 0.8359
5678 $3,000 90% 0.8155
5679 $5,000 90% 0.7491
5684 $1,000 80% 0.8796
5774 $1,250 80% 0.8662
5685 $1,500 80% 0.8537
5686 $2,000 80% 0.8307
5687 $2,500 80% 0.8100
5688 $3,000 80% 0.7913
5689 $5,000 80% 0.7299
5690 $500 90% 0.9326
5691 $750 90% 0.9068
5692 $1,000 90% 0.8835
5693 $1,500 90% 0.8432
5694 $500 90% 0.8808
5695 $750 90% 0.8556
5696 $1,000 90% 0.8327
5697 $1,500 90% 0.7932
5698 $500 80% 0.8871

AR-FHC3-201201 A - 7 08/25/2011



Actuarial Memorandum
Rate Filing for Federated Mutual Insurance Company

State of Arkansas
Policy Form #: GH 03 10 (01-12 ed.)

Certificate Form #: GH 03 11 (01-12 ed.)

Table A-3: Policy Factor, continued:

Plans not sold after January 1, 2007:

Policy Deductible
In-Network

Coinsurance Policy Factor

5699 $750 80% 0.8645
5700 $1,000 80% 0.8438
5701 $1,500 80% 0.8076
5702 $2,000 80% 0.7768
5703 $2,500 80% 0.7500
5704 $3,000 80% 0.7262
5705 $5,000 80% 0.6518
5706 $500 80% 0.8362
5707 $750 80% 0.8140
5708 $1,000 80% 0.7937
5709 $1,500 80% 0.7583
5710 $2,000 80% 0.7281
5711 $2,500 80% 0.7018
5712 $3,000 80% 0.6786
5713 $5,000 80% 0.6057
5775 $10,000 80% 0.5363
5752 $300 80% 0.9055
5753 $500 80% 0.8931
5754 $750 80% 0.8788
5755 $1,000 80% 0.8657
5765 $1,250 80% 0.8536
5756 $1,500 80% 0.8421
5766 $2,000 80% 0.8209
5767 $2,500 80% 0.8016
5768 $3,000 80% 0.7841
5769 $5,000 80% 0.7258
5776 $10,000 80% 0.6285
5757 $2,750 80% 0.6398
5758 $4,000 80% 0.5712
5759 $2,750 100% 0.6841
5760 $5,000 100% 0.5578
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Actuarial Memorandum
Rate Filing for Federated Mutual Insurance Company

State of Arkansas
Policy Form #: GH 03 10 (01-12 ed.)

Certificate Form #: GH 03 11 (01-12 ed.)

Table A-4: Area Factor

All Areas 1.00

A B C D E F G
Benton Baxter Crittenden Crawford Arkansas Ashley Columbia
Boone Clay Cross Franklin Cleburne Bradley Hempstead
Carroll Craighead Johnson Conway Calhoun Howard
Madison Fulton Logan Faulkner Chicot Lafayette
Marion Greene Polk Jefferson Clark Little River
Newton Independence Pope Lonoke Cleveland Miller
Searcy Izard Scott Perry Dallas Nevada
Washington Jackson Sebastian Prairie Desha Sevier

Lawrence Yell Pulaski Drew
Lee Saline Garland
Mississippi Van Buren Grant
Monroe White Hot Spring
Phillips Lincoln
Poinsett Montgomery
Randolph Ouachita
Sharp Pike
St Francis Union
Stone
Woodruff
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Actuarial Memorandum
Rate Filing for Federated Mutual Insurance Company

State of Arkansas
Policy Form #: GH 03 10 (01-12 ed.)

Certificate Form #: GH 03 11 (01-12 ed.)

Table A-5: Age/Gender Factor

Gender Age Employee Spouse Child 1 Child 2 Child 3+
M 0-24 0.550 1.400 0.650 1.300 1.950
M 25-29 0.550 1.400 0.650 1.300 1.950
M 30-34 0.700 1.400 0.650 1.300 1.950
M 35-39 0.800 1.400 0.650 1.300 1.950
M 40-44 1.000 1.450 0.650 1.300 1.950
M 45-49 1.300 1.650 0.650 1.300 1.950
M 50-54 1.700 1.900 0.650 1.300 1.950
M 55-59 2.250 2.300 0.650 1.300 1.950
M 60-64 3.000 2.600 0.650 1.300 1.950
M 65-69 (Med Prim) 1.400 1.300 0.650 1.300 1.950
M 70-74 (Med Prim) 1.800 1.600 0.650 1.300 1.950
M 75+   (Med Prim) 2.340 1.920 0.650 1.300 1.950
M 65-69 (Med Sec) 3.500 3.250 0.650 1.300 1.950
M 70-74 (Med Sec) 4.500 4.000 0.650 1.300 1.950
M 75+   (Med Sec) 5.850 4.800 0.650 1.300 1.950
F 0-24 1.400 0.550 0.650 1.300 1.950
F 25-29 1.400 0.550 0.650 1.300 1.950
F 30-34 1.400 0.700 0.650 1.300 1.950
F 35-39 1.400 0.800 0.650 1.300 1.950
F 40-44 1.450 1.000 0.650 1.300 1.950
F 45-49 1.650 1.300 0.650 1.300 1.950
F 50-54 1.900 1.700 0.650 1.300 1.950
F 55-59 2.300 2.250 0.650 1.300 1.950
F 60-64 2.600 3.000 0.650 1.300 1.950
F 65-69 (Med Prim) 1.300 1.400 0.650 1.300 1.950
F 70-74 (Med Prim) 1.600 1.800 0.650 1.300 1.950
F 75+   (Med Prim) 1.920 2.340 0.650 1.300 1.950
F 65-69 (Med Sec) 3.250 3.500 0.650 1.300 1.950
F 70-74 (Med Sec) 4.000 4.500 0.650 1.300 1.950
F 75+   (Med Sec) 4.800 5.850 0.650 1.300 1.950

* Child(ren) rates subject to a maximum of 3 per family
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Actuarial Memorandum
Rate Filing for Federated Mutual Insurance Company

State of Arkansas
Policy Form #: GH 03 10 (01-12 ed.)

Certificate Form #: GH 03 11 (01-12 ed.)

Table A-6: Industry Factor:

Industry Factor Industry Factor
Apparel And Accessory Stores                 1.00 Major Franchised Farm Equip Dlr              0.96
Auto Parts Dealers                           1.00 Manufacturing Not Otherwise Classified 1.00
Auto Service & Repair Shops                  1.00 Metal Fabricated Products                    0.96
Auto Service Stations                        1.04 Miscellaneous Business Service               1.10
Beverage Distributors                        1.00 Mobile Industrial Equip Dealer               0.96
Building Construction                        1.04 Motel/Hotel Risks                            1.10
Building Material Dealers                    0.96 Non-Franchised Auto Dealer 1.02
Buildings & Related Equipment                1.00 Motorcycle Dealers                           1.02
Carpentering                                 1.04 Not Classified                               1.10
City & Cnty Governmental Units               1.10 Other Contractors Noc                        1.04
Concrete Products                            1.00 Other Fuel Distributors                      1.04
Dairy Equipment Dealers 1.04 Other Non-Dealer Risks                       1.00
Dentists, Doctors and Lawyers 1.10 Painting & Decorating                        1.04
Electrical                                   0.99 Personal Lines                               1.10
Excavating Contractors                       1.04 Plastic Products                             1.00
Feed And Grain Risks                         1.00 Plumbing                                     1.04
Fert, Herbicide &Pesticide Dlr               1.00 Printers                                     0.96
Financial Risks                              1.10 Private Passenger Auto Dealer                1.02
Food And Kindred Products                    1.00 Restaurants & Eating Establish               1.10
Food Stores (Incl Supermarket)               1.10 Retail Trade - Not Otherwise Classified 1.00
Funeral Services 1.00 Roofing And Sheet Metal                      1.04
Furniture And Home Furnishings               1.00 School Districts                             1.10
Gas & Oil Distr (With Bulk)                  1.04 Shortline Used/Farm Auto Eq Dl 0.96
Gas & Oil Distr (Without Bulk) 1.04 Smb,Atv,Boat & Other Rec Dlr                 1.00
Governmental Risks Not Otherwise Classified 1.10 Specialized Contractors                      1.04
Hardware Stores                              1.00 Specialized Wholesalers                      1.00
Heating & Air Conditioning                   0.99 Textile And Finished Apparel                 1.00
Highway & Street Construction                1.04 Tire Dealers                                 0.96
Irrigation Systems                           1.00 Transportation Risks                         1.10
Jewelry Dealers 1.00 Truck & Implt Combination Dlr                1.02
L-P Gas Distributors                         1.04 Truck & Truck-Tractor Dealer                 1.02
Lawn & Garden Equipment Dealer               0.96 Water Well Drilling                          1.04
Lumber And Wood Products                     1.00 Wholesale Trade - Not Otherwise Classified 1.00
Machinery Manufacturing                      1.00 Wtr,Sewer Line,Pwr Line Constr               1.04

Table A-7: PPO Factor:

PPO Factor
Savility in Area C 0.975
All PPO's in all other Areas 1.000

Table A-8: Group Size Factor:

Number of Employees Factor
1 1.20
2 to 4 1.10
5 to 9 1.05
10 and above 1.00
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Actuarial Certification
For Federated Mutual Insurance Company

State of Arkansas

Attachment B - Policy Experience

Nationwide and Arkansas-Specific Experience Based on Claims Paid Through July, 31, 2011:

Nationwide Experience

Incurred Year Member Months Earned Premium Incurred Claims Loss Ratio

2006 1,242,560        311,390,173                264,683,914        85.0%
2007 1,199,035        320,209,955                269,945,371        84.3%
2008 1,088,155        310,449,094                255,699,545        82.4%
2009 976,808           294,816,105                242,033,961        82.1%
2010 989,838           312,014,714                251,406,393        80.6%

1/2011-3/2011 254,617           82,420,722                  63,901,218          77.5%
TOTAL 1,631,300,763             1,347,670,401     82.6%

Arkansas-Specific Experience

Incurred Year Member Months Earned Premium Incurred Claims Loss Ratio

2006 10,659 3,016,904                    2,392,730 79.3%
2007 10,224 3,064,098                    2,360,688            77.0%
2008 9,006 2,863,070                    2,394,879            83.6%
2009 7,353 2,655,662                    2,193,899            82.6%
2010 5,775 2,460,737                    1,066,018            43.3%

1/2011-3/2011 1,245 566,665                       332,237               58.6%
TOTAL 14,627,135                  10,740,451          73.4%

AR-FHC3-201201 B - 1 08/25/2011


	Filing Info
	Filing at a Glance
	State Filing Description
	General Information
	Filing Description
	Company and Contact
	Filing Fees

	Correspondence Summary
	Dispositions

	Disposition
	Form Schedule
	Attachment: GH 03 10 _01-12 ed._.pdf
	Attachment: GH 03 11 _01-12 ed._.pdf
	Attachment: GH 00 01 _01-12 ed._.pdf
	Attachment: GH 03 02 _01-12 ed._.pdf
	Attachment: GH 00 03 (01-12 ed.).pdf
	Attachment: GH 03 04 _01-12 ed._.pdf
	Attachment: GH 00 05 (01-12 ed.).pdf
	Attachment: GH 03 06 _01-12 ed._.pdf
	Attachment: GH 03 07 _01-12 ed._.pdf
	Attachment: GH 03 08 _01-12 ed._.pdf
	Attachment: GH 03 09 _01-12 ed _.pdf
	Attachment: HS 03 01 _01-12 ed._.pdf
	Attachment: HS 03 02  _01-12 ed._.pdf
	Attachment: HS 03 03 _01-12 ed._.pdf
	Attachment: HS 03 04 _01-12 ed._.pdf
	Attachment: HS 03 05 _01-12 ed._.pdf
	Attachment: HS 03 06 _01-12 ed._.pdf
	Supporting Document Schedules
	Attachment: AR Flesch Score Certification.pdf
	Attachment: MF0-279 _AR_ _HLTH_ _01-12_.pdf
	Attachment: AR Certification of Compliance.pdf
	Attachment: 1400 (GA-KS-SD) (05-04).pdf
	Attachment: 4420 (01-09).pdf
	Attachment: AR_Act  Mem_FHC3_201201_signed.pdf

